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EXECUTIVE SUMMARY

BHM International was contracted by USAID to undertake an assessment of the health sector in
Armenia, Azerbaijan, and Georgia This report summarizes the findings, conclusions, and
recommendations of the May 1998 field assessment.

The health sectors in the Caucasus have been especialy imperiled by pre- and postindependence
economic disruptions, costly civil and military strife, and natural disasters. In all three countries, the
health delivery systems are characterized by massive excess capacity (hospitals, beds, and hospital-
based medical specialists) and an absence of patients. Substantial underfunding of the sector leaves
virtually all facilities in disrepair and lacking even the most essentia medical equipment,
pharmaceuticals, and supplies. In addition, health information critical to informed decision making
by individuas, providers, hedth care managers, and officialsis serioudy lacking.

The epidemiological profilesin each country show that cardiovascular diseases, cancers, and other
“lifestyle’ diseases are the leading causes of morbidity and mortality in the Caucasus, although the
incidence of someinfectious diseases such astuberculosisand STDsisincreasing. Nevertheless, little
attention is given to cost-effective primary health care programs such as disease prevention, health
promotion, and lifestyle modification, and there are few appropriately trained primary care physicians
Or primary care Services.

Out-of-pocket fees, formal and otherwise, now finance approximately 80 percent of total spending
inthe health sector inthe Caucasus. Asaresult, most people have access only to abysmal hedlth care
and are unableto afford the medical carethey need. People have little confidence in the care offered
at most facilities, and quality care is available only to the small segment of the population that can
afford it.

In al three countries, health careischanging. The changes encompass health care policies, costs and
who bears them, access, delivery, utilization, and structure. In Georgia and Armenia, changes are
guided in part by government health care reform efforts supported primarily by the World Bank. In
Azerbaijan, which has displayed little interest in health sector reform, the primary changes taking
place are de facto changes dictated primarily by the sector’ slack of resources. However, even where
change is planned and intentional, few outside the Ministries of Health and capital cities have any
understanding of what those reforms and changes mean for them. The citizenry, providers, and,
indeed, even many units of government at the national, regional, and local levels have no conception
of how they will organize and work with the new roles, rights, and responsibilities that are the
product of reform and change.

This assessment recommends that the USAID Missions of the Caucasus consider a health
strategy that would support and promote

. reducing sectora inefficiencies and redirecting savings to more efficient primary health care
Services,



. actively engaging the people, providers, and authorities in “operationalizing” health care
reform at the local or community and regional levels,

. exploring risk-pooling/insurance mechanisms perhaps offered at local, regional, and/or
national levels for routine and primary care and perhaps a national pool for catastrophic
coverage; and

. strengthening health information available to consumersaswell ashealth information systems

(HIS) at the local, regional, and national levels. The HIS would inform medical and hedlth
policy decision making, build outcome-based treatment protocols, and maximize resource
alocations.

Thisrecommended strategy seeksto engage and empower local and regional populations, health care
providers, and local, subnational, and central decision makersin the evolving health sector. Itisthey
who must trandate reform goals into actions, and it is they who will have to assume the new roles,
rights, and responsibilities that follow. While there is policy-making leadership at the center in
Armenia and Georgia, understanding of reform is weakest at the regional and local levels. Hence,
it isthe regiona and local levels where USAID support can have the greatest impact.

The priority interventions proposed for USAID consideration are (see Table of
Recommendations)

Armenia, Azerbaijan, and Georgia

. Reproductive health. Broad IEC efforts aimed at clients and health care providers,
reproductive health survey; and design of long-term projects.

Armeniaand Georgia

. Making health care reform work. One or two intensive and integrated pilots at city or
subregional levels, concentrating on primary health care and empowering local jurisdictions
to protect the health of their population (supports Strategic Objectives 3.2, 2.1, and 2.3).

. Solidifying and strengthening health infor mation systemsat local, regional, and central
levels. Monitoring, surveillance, and response capability is a prerequisite for all reform
efforts.

. Strengthening public health clinical competency. Support of institutionsthat train future

health providers and support of activities that address the healthy lifestyles information gap.

. National policy work. Donor coordination; licensing and accreditation; and financing.



Azerbaijan
. Community and service provider empower ment. Support of IEC and advocacy skills,

expansion of UNICEF primary health care demonstrations, and development of broader
materna and child health initiatives.

Xi
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T

TARGET
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AZERBAIJAN

1. "Making health
care reform work
for us"—one or two
intensive and
integrated pilots at
city or sub-regional
levels (suggest
three or four
contiguous
"Hamainks" if
“Marz” too big?)

(See NOTE,
Options Matrix,
Armenia V)

Empowering local
jurisdictions to protect the
health of their populations.
Elements include

» Understanding rights, roles,
and responsibilities under
the reform program
Organizing and managing
for roles, rights, and
responsibilities (“3Rs"),
including defining services,
facilities management,
personnel, training, clinical
care, commaodities and
equipment, quality
assurance, financing and
local resource generation,
etc.

Emphasis on primary health
care

Indigenous advocacy for
health

Information for decision
making (personal health,
economic, financial,
epidemiological [ICD-10],
and management) (see
Options Matrix, V.1, 2, 3)
Close coordination with
central reform efforts
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long

Outside MOH and
Yerevan, people and HC
personnel have little idea
what HC reform is or how
to deal with it. Area not
addressed by WB or
other donor but critical to
success of reforms.

SO 3.2—Improved
sustainability of health
and social benefits and
services. Complements
SO1.2—Soundness of
fiscal policies and
management practices;
SO 2.1—Better-informed
citizen participation in
political and economic
decision making; and
SO 2.3—More effective,
responsible, and
accountable local
government

Model for sustainable
delivery of quality
health care services

D/G objectives—Iocal
empowerment

Medium to high

Public,
local
officials,
and local
health care
workers

Partnerships (cities, counties, states,
community health centers)

UNICEF

W orld Bank

U.S. National Association of State and
Territorial Health Officers (ASTHO)
National Center for Health Statistics
(NCHS)

CDC

ANHAIC

21st Century Fund
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PRIORITY INTERVENTIONS TIME JUSTIFICATION INTERMEDIAT MISSION TARGET | POSSIBLE POSSIBLE
AREA FRAME | AND RATIONALE E RESULTS OVERSIGH PARTNERS | PARTNERS
T ARMENIA GEORGIA
AND
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2. Solidifying and a) Increase capacity of Medium Monitoring, surveillance, a) TBD Medium Central, National Center National Center for
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information and chronic diseases and for reform efforts. epidemiological (NCHS) ASTHO
systems monitoring of health service information for ASTHO CDC
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b) Improve feedback for 21st Century
managerial and medical Fund
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makers and media
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ensure that relevant
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decision makers
3. Public health a) Support institutions that Medium Fundamental to health a) Continuing medical | Low Providers, AUA Office of Disease
clinical train future health providers reform is reform of education (CME) medical UCLA and Prevention and
competency (including nurses) in public training, stressing and nursing | Erebouni Health Promotion
health concepts (including evidence-based b) Curriculum reform schools, Hospital Nursing | (ODPHP)—U.S.
health sciences, medicine, primary health stressing PHC media Office of Department of
epidemiology) care (PHC), and Disease Health and Human
importance of lifestyle ¢) Training in and Prevention and Services
b) Support activities that decisions as major information about Health U.S. Schools of
address information gap causes of morbidity and lifestyle-oriented Promotion Public
about smoking, diet, and mortality. disease prevention/- (ODPHP)—U.S. Health/Medicine
lifestyles as causes of health promotion Department of 21st Century Fund
morbidity and mortality Health and

Human Services
U.S. Schools of
Public
Health/Medicine
21st Century
Fund
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1.0 INTRODUCTION and REGIONAL OVERVIEW
1.1  Study Scope and Purpose
BHM International was contracted by USAID to undertake an assessment of the health sector in the

three countries of the Caucasus. Armenia, Azerbaijan, and Georgia. The assessment was intended
to provide USAID/Caucasus with

. asynthesis and overview of current conditions and activities in the health sector;

. options and recommendations for a health strategy and set of activities that are technically,
economically, socially, and politicaly sound; and

. therational e, foundation, scope, and futuredirection for recommended USAID-funded health

sector activities for the next five to seven years.

To accomplish the assessment, a five-person Assessment Team spent approximately four weeks in
the field making on-site observations, interviewing more than 250 individuals (host authorities,
legidators, local governments, members of civil society groups, international donors, national and
international nongovernmental organizations, health providers, and patients), and reviewing policy
notes, assessments, surveys, evaluations, and other relevant documentation. Theteam visited health
posts, ambulatories, polyclinics, Republican hospitals, specialty hospitals and centers, and privately
funded clinics and service points operated by nongovernmental organizations.

This report summarizes the team’ s findings, conclusions, and recommendations.
1.2  General Background

In the final years of the Soviet Union, the economies and social structures of Armenia, Azerbaijan,
and Georgia al experienced growing difficulties. The breakup of the Former Soviet Union (FSU)
significantly exacerbated these problems. For example, gross domestic product (GDP) in Georgia,
the most severely affected of the three countries, fell by approximately 90 percent between 1991 and
1994. In large part, the economic disruptions reflected the often artificial economic relationships
developed by the Soviet Union. When those relationships dissolved, the underlying inefficiencies
revealed themselves. The resulting macroeconomic shock led to massive closure of plants, rampant
unemployment, and the ruinous decline in government services such as public utilities and in social
welfare programs such as health delivery.

In addition, all three countries have experienced costly civil and military strife, most notably in the
regions of Nagorno-Karabakh, South Ossetia, and Abkhazia. Finaly, natural disasters, especially in
Armenia, have aggravated the aready enormous burden faced by the three nations.

Against thisbackground, the Caucasus countries have experienced hyperinflation, declinesbordering
on collapse in social services, and marked reductions in the quality of life enjoyed by their
populations. What is surprising is the degree to which each nation has begun to overcome these



difficulties. Officia unemployment figuresarediscouragingly high, but therate of declineinindustria
output is lowing while hyperinflation is now under control. For thelast few years, economic growth
rates have been positive and relatively substantial; and cease fires have been negotiated among all the
warring parties and, with limited exceptions, appear to be holding.

Asmeasured by such casual indices asincreased numbers of vehicles on theroad, theinformal sector
of thethree countries’ economies seemsto be expanding but so, too, isincome disparity between the
“haves’ and “have-nots.” At best, poverty ratios generally are not improving.

1.3 Health Sector Commonalities
1.3.1 The Systems

The health sectors of the Caucasus nations have been especialy imperiled by both pre- and
postindependence resource constraints. Because of economic collapse, the governments of the three
nations pay for few of the costs of care; rather—sometimes de jure, sometimes de facto—care for
most peopleisnow provided on afee-for-service basis, with patients bearing the overwhel ming share
of costs.

The hedlth delivery systems of al three countries are characterized by massive excess capacity and
an absence of patients. The Caucasus nations have too many hospitals, too many beds, and too many
hospital-based medical specidists. Virtually all facilitiesare now in disrepair; lack necessary medical
equipment, drugs, and supplies; and cannot afford the energy necessary to provide heat and light and
to power the minimal medical equipment available. Many facilitiesnow lack running water, effective
sanitation or sterilization, continuous e ectricity or telephone systems.

Overwhelmingly, physicians and related health personnel are hospital-based specialists, too many of
whom areinadequately trained. Moreover, because of theeconomic collapse, theofficial salariespaid
to virtualy al physicians and other care providers are inadequate to meet basic living needs, leading
to the creation of incentivesthat have affected provider behaviorsin undesirableways. Even officialy
salaried physiciansoftenimpose“ under thetable” paymentson patientsfor servicesrendered. Worse,
the goal of maximizing patient payment revenues too often results in the provision of unnecessary,
medically inappropriate care.

Despite the overall surplus of physicians, all three countries suffer from an inadequate supply of
appropriately trained primary care physiciansand primary care services. Primary care providers, who
havegenerally received marginal training, havelimited experienceashands-on caregivers. Treatment
verticality, specialist dependency, and first-tier physicians of dubious competence are ill-advised
medically and financially insupportable by the current economies.



1.3.2 Epidemiology

Although the incidence of some infectious diseases such as tuberculosis and STDs has increased in
thelast several years, epidemiological profilesindicatethat cardiovascul ar diseases, cancers, and other
“lifestyle’ diseases are the leading causes of morbidity and mortality in the three Caucasus nations.
Nevertheless, the medica establishment devotes little attention to disease prevention, health
promotion, and lifestyle modification programs, which, in the long run, have the greatest effect on
reducing a population’s disease burden. Mental health disorders and injuries (including automobile
accidents) appear to be seriously underreported and are undoubtedly high. Serious reproductive and
maternal and child health concerns remain in pockets of each of the three republics.

1.3.3 Access and Affordability

Patients who once received services either free or at the cost of an affordable (though oftenillegal)
“tip” now face substantial care costs, especially in relation to income. Out-of-pocket patients’ fees,
formal and otherwise, now are thought to account for approximately 80 percent of spending in the
health sector. Many patients smply are unable to afford the medical care they need. Moreover,
patients often must bear the costs for necessary medical care at the very time when their capacity to
earn is most severely diminished as aresult of sickness or disease.

1.3.4 Health Information

It isimportant to note the paucity of and inadequacies in data and information regarding health care
facilitiesand systems and heal th status and disease burden of the popul ations of the Caucasus nations.
Information necessary for informed decison making is often lacking. Reliable data on costs are
limited or nonexistent; reporting discipline is lax; and data element definition too often varies from
gteto site. Moreover, asinformal fee-for-service substitutes for care through government facilities,
officid epidemiologic data become ever more suspect; many who are ill do not seek care or do so
through unofficial and nonreporting channels.

Findly, in al three countries, the health sector asawholeis substantially underfunded in comparison
with the medical needs of the population. Those funds available to the health care sector continue
to be alocated disproportionately to the least cost-effective hospital sector while inadequately
supporting cost-effective primary health care. Patient and provider satisfaction with the status quo
islow, asisquality of care.

In al three countries, health care—policy, costs and who bears them, access, delivery, utilization,
structure—is changing. In some cases, the changes are intentional due to government health care
reform efforts supported by the World Bank, the United Nations and other donor programs. Other
changes are simply dueto alack of resources. However, even when changeis planned and intended,
few outside the Ministries of Health and capital cities have any understanding of what those reforms
and changes mean. The citizenry, providers, and, indeed, even many units of government at the
national, regional, and local levels have no conception let alone comprehension of how they will



organize and work with the new roles, rights, and responsibilities that are the product of reform and
change. Absent such information, participants acceptance of reform goals and implementation
approaches can be neither assumed nor provided.

1.4  Important Distinctions

If commonalitiesin health status and systems among the countries are substantial and important, there
are nonetheless two vital distinctions. First, alone among the three, Azerbaijan has displayed little
interest in health sector reform. The Azerbaijan Ministry of Health has not responded to the World
Bank’s offer of assistance to the health sector and has failed to adopt international protocols for the
treatment of tuberculosis, HIV/AIDS, or STDs. Among thethree, only the government of Azerbaijan
has created barriers to the registration and funding of domestic NGOs and has avoided substantive
changes in the financing, provision, and delivery of care, preferring to maintain a centralized abeit
ineffective authority.

In contrast, the governments, Ministers, and Ministries of Health of both Armeniaand Georgia have
actively embraced and are providing leadership in health sector reform. Both countries are
developing socia insurance programs in hedth, exploring alternative approaches to physician
licensure and facility accreditation, moving to enhance health information systems, and undertaking
efforts to decentralize operationa authority and responsibilities from the central government to
regiona and local authorities.

The second distinction affects USAID’ s potential activitiesin the area. The United States Freedom
Support Act’'s “Section 907" severely limits direct USAID linkages with or support to the
government of Azerbaijan. Together, these two factors suggest that USAID’s options for health
sector activities in Azerbaijan may be more circumscribed than in Armenia or Georgia

1.5 A General Approach

Current funding levels are inadequate for the health care needs of al three countries, and additional
resources will not be available for the health sector in the near future. Therefore, in the near term,
the most reasonabl e approach calls for markedly increasing the productivity of current resources by
eliminating present inefficiencies and redirecting savings to more efficient uses and actively engaging
the people, providers, and authorities in “operationalizing” health care reform at the local or
community and regional levels. Whilerealizing savings will be neither easy nor quick, opportunities
present themselves in a wide variety of venues, including wasteful “vertical” programs,; excessive
numbers of underpaid, low-quality, undertrained, and underused doctors and health care workers; an
excess of underused beds and facilities; medically inappropriate hospitalizations and specialty
referrals; and inefficient disease management practices.

Georgia and Armenia, with World Bank and WHO assistance, understand the theory of releasing
resourcesto be used more productively elsewhere. They have committed to moving from the current
emphasis on hospital-based tertiary and specialty care to more cost-effective and integrative



preventive and primary care. If they are to make the necessary shift, however, they will have to
undertake enhanced training of primary care providersin awider range of medical practices; inform
the public that quality care does not require a hospital setting, a specialist, and a drug prescription;
and assure providers a sufficient patient load to achieve financial security. All partiesin the reform
effort need to reach implicit agreement regarding roles, rights, responsibilities, and expectations.

The present patient payment system isinequitable and inefficient. The Assessment Team supports a
risk-pooling mechanism through insurance. Insurance—whether based on “ solidarity” -based risk-
sharing concepts (as are the social insurance schemes emerging in Armenia and Georgia) or some
other risk-pooling insurance approach—has the potential of reducing net societal costs as well as
protecting participants from the economic risks of the catastrophic costs of care.

Findly, the Assessment Team believesthat an effective health information system (HIS) is necessary
to inform medica and health policy decision making, to build outcome-based treatment protocols,
and to maximize efficiency in alocating resources within the health care system. The need for better
information appliesto al levels of health care and health care management. Importantly, such an
HISis“interactive’—jprovidersdo not smply enter datafor the use of somedistant central authority,
but, in return, they receive information for their own use.

Thesefour reform el ements—identifying and recovering inefficiently used resources; using recaptured
resources to support high-quality, cost-effective, medically appropriate preventive and primary care;
devel oping risk-pooling insurance mechanisms; and building ahealth information system useful to all
participants—are the components of the strategy the Assessment Team recommendsto USAID. But
thisstrategy requiresthat reform efforts mobilize, support, and gain the support of local and regional
populations, providers, and authorities. It isthey who must trandlate reform goalsinto actions, and
it isthey who will have to take on the new roles, rights, and responsibilities that follow.

16  Options

As part of its field work, the Assessment Team reviewed and considered earlier USAID strategies
for information, education, and communications (IEC) activities in support of a family planning
strategy. The Assessment Team believes that the IEC strategy in family planning iswell developed
and sound. Its fundamental approach is consistent with the team’s findings of the general lack of
information available to the peoples of the Caucasusregarding their health care systems and options.
While the team explored a number of family planning options, it ultimately reaffirmed the IEC
strategy for the short to medium term.

In examining other health sector options for USAID’s consideration, the Assessment Team
considered a wide array of options, including nutrition, water supply/sanitation, and facility
rehabilitation. The team weighed the potential options against a variety of factors. These factors,
illustrated in Table 1, are meant to be pragmatic measures. Can it be done? Would it make a
difference—to whom, and isthat entity likely to be supportive? What burden would implementation
impose on the USAID Mission? What isthe “bang for the buck”? In its discussion, the Assessment



Team regjected proposals that were judged to “fail” too many of these informal tests. Thus, for
example, the team does not recommend major hospital rehabilitation options.

Tablel
Health Sector Options. Criteria Filter

For al three countries, the team reviewed each intervention option in accordance with
predetermined and standard selection criteria, which, as with any set of criteria, are neither
perfect nor exhaustive. They do, however, reflect the Assessment Team’ s understanding of
the Mission’ s programmatic and management interests and concerns.

. Potential impact of the option. Would it address a significant disease burden
and/or a significant deficiency in the health delivery or finance system?

. How great a management burden would it impose on the USAID Mission?

. Are the anticipated results easily measurable, i.e., does a reasonable baseline
already exist or can it be readily generated and can practical progress indicators
be generated?

. Does there appear to be reasonable support from national and/or local
stakehol ders?

. Are there reasonable prospects for program sustainability—financial and
systemic?

. Are there reasonable prospects for program replicability to other regions,
nationaly, or trans-Caucasus?

. Does the proposed option support Mission priorities in democracy and
governance, privatization, and economic restructuring?

. Does the option promote regional linkages?

. Can USAID expect the program design and implementation mechanism to be

sufficiently flexible and adjust to changes in needs, focus, timing, magnitude? Is
it reasonably immune from political, economic, and environmental factors?

. Can USAID anticipate measurable results within three years?

. Is the option likely to assist the poor either directly or indirectly?

. Can the option reasonably be expected to be cost-effective when measured in
terms of impact per unit cost?

. Does the proposed program fill a gap left by other donors or NGOs, and does it
complement their activities?

The next section of this report, the Options Matrix, both summarizes the team’ s recommendations
and lists additional options. The breadth of recommendations and options reflects the dire straits of
each country’s health system. Every component of the health sector isin need of additional support
and strengthening. At present, few possible investmentsin the health sector would be unproductive.
The Assessment Team strongly encourages further direct discussions among USAID, NGOs,
potential implementing partners, and target entities before making final selections among available
options.



For variousinterventions, the Assessment Team notesthat arange of potential implementing partners
may be possible, only some of which are identified in the Options Matrix. The burden imposed on
the USAID Mission may aso vary substantially depending on the implementing partner or
mechanism. Thus, for example, a partnership achieved under the aegis of USAID’s new Health
Partnership Program is likely to call for less USAID Mission involvement than a Mission-directed
contract.

1.7 Rationale for USAID Health Activities

USAID hasbeen amajor donor inthe Caucasusregion for several years, focusing on democratization
and governance and privatizing economic institutions. USAID hedth-related programs have
concentrated on humanitarian aid, hospital partnerships, family planning, and health information
systems. As the three economies' rate of growth turns positive, however, it is appropriate that
USAID shift the focus of its health programs to developmental support.

The underlying thrust of our recommendations, like virtually all the suggested options, is to engage
the general public, health care providers, and local, subnational, and central decision makers more
broadly in direct and indirect information, education, and communication activities for the purpose
of considering future health sector roles, rights, responsibilities, and expectations. Stated simply,
several of the optionsfoster an enabling environment for stepstoward health care. Theteam believes
that failure to secure the informed consent of the set of affected parties—the population, providers,
and decision makersat al levels—will not only put at risk reform in the health sector but al so threaten
popul ar confidencein the broader economic, political and socid reformsinwhich USAID isinvolved.
And, certainly, absent popular support for reform and demand for enhanced health care quality,
service delivery will remain inefficient, grow increasingly inequitable, and enhance opportunities for
corruption, incompetence, and poor-quality service.

What impact can USAID expect and where does USAID’ s comparative advantage lie given both the
substantia investments already made by the World Bank and the numerous health activities being
pursued by national and other international agenciesand nongovernmental agencies? The Assessment
Team believesthat modest investments by USAID hold the potential for major influence because they
can serve as change agents. The approaches recommended here go to the heart of change; they
secure “buy in” by participants at the national and subnational levels.

Findly, the Assessment Team has suggested several options designed to increase policy analysisand
the capacity to develop data for decison making. These areas of potentia investment in both
Armenia and Georgia support similar investments by the World Bank but also serve as a
counterbalance to some activitiesthat have inadvertently engendered an inadequate or narrow policy
perspectives among recipients. Thus, the Assessment Team stresses that modest USAID support
could substantially expand policy anaysis capacity and the* policy space” availablefor discussionand
consideration in Armenia and Georgia at both the national and especialy at the subnational level,
furthering democratic restructuring and governance as well as health reform objectives.



1.8 Recommendations

While the range of options suggested for USAID consideration is substantial, the Assessment Team
assigns highest priority to two areas that reflect USAID’ s comparative advantage and, with some
variation, that apply to all three countries.

. Support experimental demonstrations—with analytic/eval uative capacity to determine what
works, what does not, and why—at the regional and/or local level to test alternative patterns
of health care delivery, explore viable financing mechanisms, and develop new rights and
responsibilities among citizens, providers, and responsible authorities,

In Georgiaand Armenia, devolution of authority from the central to regional and local governments
isunderway. National health care reforms are underway, including redefinition of basic benefitsand
eligibility, adecreased central government rolein financing, establishment of nascent paristatal health
insurance entities, exploration of licensure and accreditation, and preliminary stepsto shift provision
of care from hospitals to more cost-effective primary care providers. At the same time, at the
subnational level, the public is still grappling with the advent of fee-for-service medicine and the
effective termination of free care. Health care workers who remain in the field are floundering with
the implications of reform, inadequate incomes, and a lack of resources while local and regional
authorities are trying to understand the implications of change and how they can respond.

For all the policy-making leadership at the center, it is at the regional and local levels where change
and reform will become operational and be made “real”; but it isaso at the regiona and local levels
where understanding isweakest. Hence, it istheregional and local levels where USAID support for
technical assistance and information, education, and communi cation among participants—the public,
providers, and authorities responsible for operating the health care system—could have a substantial
impact on the new structures of health care. Moreover, benefits would not be limited to subnational
areas. Absent sound information on local and regional implementation activities, issues, successes,
and difficulties, central policy making will lack the necessary “feedback” for mid-course change and
correction. As the Georgian Minister of Health, in speaking of his highest priority, put it during
discussions with the Assessment Team, “I need information and feedback that helps me make the
right policy decisions and actions.”

In Azerbaijan, the Ministry of Health has taken virtually no leadership role regarding change and has
largely avoided reform. UNICEF, with Ministry approval, has instituted a modest program of
primary caredemonstrationsthat are providing training, securing community participation, andtesting
cost-recovery financing reforms. The efforts hold the potentia for broader expansion and
development of modelsfor the future when government interest in health reform eventually emerges.
Moreover, pressures brought by local efforts may help shift the Ministry of Health's orientation
toward reform. In keeping with its interests in democratization and governance, modest USAID
funding could substantially expand the number of UNICEF demonstration sites, promote patient
rights, and help educate the public and providers regarding roles and responsibilities.



. Continue and expand support of decision-oriented health information system devel opment.

Theheadthinformation systemsof the Caucasus states are characterized by poor reporting, inadequate
case definition, lack of timeliness, and, as aresult, information that is not usable in policy making or
clinical practice. Good information isvital to the direction, control, and operation of health care and
the hedlth care system. Timely, reliable epidemiological dataare crucia to the identification of new
illness and disease threats, to the redirection and balancing of finite resources to meet the burden of
illness, and to monitoring the effectiveness, efficiency, and performance of the health care system as
a whole and its congtituent parts. Outcome data are pivotal to science-based medicine and the
identification, development, and spread of effective clinical practice. Without such data, decisions
regarding appropriate and efficient management of limited resources will be uninformed, inefficient,
and wasteful.

In addition to the importance of health information for the health care systems of the three countries,
information sharing among the nationsisdesirable. Joint interestsand activitiesin health information
among the Caucasus nations provides a neutral, technical focus around which broader contacts may
gradually develop.

Theteam’ srecommendations are summarized in Section 2.1 of the Options Matrix, whichisfollowed
in Section 2.2 by additional options presented for USAID’ s consideration.



20 OPTIONSMATRIX

2.1 Recommendations

ARMENIA, GEORGIA, and AZERBAIJAN

PRIORITY INTERVENTIONS TIME JUSTIFICATION INTERMEDIAT MISSION TARGE POSSIBLE POSSIBLE
AREA FRAME | AND RATIONALE E RESULTS OVERSIGH T PARTNERS | PARTNERS
T ARMENIA GEORGIA
AND
AZERBAIJAN
Reproductive a) Broad IEC effort aimed at a) Short Congressional earmark, a) Greater knowledge a) Low Population, Armenian Family
health (including clients and health care high morbidity and of reproductive providers/ Planning
STDs and providers mortality rates, low level health, STDs, and health care Consortium,
HIV/AIDS) of awareness among HIV/AIDS workers, Republican
both population and media, Center for UNICEF
b) Reproductive health survey | b) Short to providers, increase in MOH STDs, National Oxfam
medium STDs and HIV/AIDS b) Reliable baseline b) Low Center for AIDS UMCOR
SO 3.2—Improved information and future Prevention, UNICEF
sustainability of health program options Center for IRC
¢) New evaluation to and social benefits and Perinatology, MSF-Spain
determine effectiveness of ¢) Medium services. ¢) Rationale and Johns Hopkins
current donor activities and +TBD justification for LT ¢) Medium University: (GEORGIA- PHN
design to finalize LT program programs. Population cooperating
focus Communication agencies)
Services
(JHU/PCS),
American
University in
Armenia (AUA)/
CHSR
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PRIORITY
AREA

ARMENIA an

INTERVENTIONS

d GEORGIA

TIME
FRAME

JUSTIFICATION
AND RATIONALE

INTERMEDIAT
E RESULTS

MISSION
OVERSIGH
T

TARGE

POSSIBLE POSSIBLE

PARTNERS | PARTNERS

ARMENIA GEORGIA
AND
AZERBAIJAN

1. "Making health
care reform work
for us"—one or two
intensive and
integrated pilots at
city or sub-regional
levels (suggest
three or four
contiguous
"Hamainks" if
“Marz” too big?)

(See NOTE,
Options Matrix,
Armenia V)

Empowering local
jurisdictions to protect the
health of their populations.
Elements include

» Understanding rights, roles,
and responsibilities under
the reform program
Organizing and managing
for roles, rights, and
responsibilities (“3Rs"),
including defining services,
facilities management,
personnel, training, clinical
care, commaodities and
equipment, quality
assurance, financing and
local resource generation,
etc.

Emphasis on primary health
care

Indigenous advocacy for
health

Information for decision
making (personal health,
economic, financial,
epidemiological [ICD-10],
and management) (see
Options Matrix, V.1, 2, 3)
Close coordination with
central reform efforts

Medium to
long

Outside MOH and
Yerevan, people and HC
personnel have little idea
what HC reform is or how
to deal with it. Area not
addressed by WB or
other donor but critical to
success of reforms.

SO 3.2—Improved
sustainability of health
and social benefits and
services. Complements
SO1.2—Soundness of
fiscal policies and
management practices;
SO 2.1—Better-informed
citizen participation in
political and economic
decision making; and
SO 2.3—More effective,
responsible, and
accountable local
government

Model for sustainable
delivery of quality
health care services

D/G objectives—Iocal
empowerment

Medium to high

Public,
local
officials,
and local
health care
workers

Partnerships (cities, counties, states,
community health centers)

UNICEF

W orld Bank

U.S. National Association of State and
Territorial Health Officers (ASTHO)
National Center for Health Statistics
(NCHS)

CDC

ANHAIC

21st Century Fund

11




Human Services
U.S. Schools of
Public
Health/Medicine
21st Century
Fund

PRIORITY INTERVENTIONS TIME JUSTIFICATION INTERMEDIAT MISSION TARGE POSSIBLE POSSIBLE
AREA FRAME | AND RATIONALE E RESULTS OVERSIGH T PARTNERS | PARTNERS
T ARMENIA GEORGIA
AND
AZERBAIJAN
2. Solidifying and a) Increase capacity of Medium Monitoring, surveillance, a) TBD Medium Central, National Center National Center for
strengthening information system for and response capability regional for Health Health Statistics
central health surveillance of both infectious is a prerequisite for all b) Regions using officials Statistics (NCHS)
information and chronic diseases and for reform efforts. epidemiological (NCHS) ASTHO
systems monitoring health service information for ASTHO CDC
utilization decision making CDC 21st Century Fund
ANHAIC
b) Improve feedback for 21st Century
managerial and medical Fund
services. ldentify and
replicate best practices;
facilitate effective health
communication to decision
makers and media
c) Integrate HIS with financial
and human resource data to
ensure that relevant
information is available to
decision makers
3. Public health a) Support institutions that Medium Fundamental to health a) Continuing medical | Low Providers, AUA Office of Disease
clinical train future health providers reform is reform of education (CME) medical UCLA and Prevention and
competency (including nurses) in public training, stressing and nursing | Erebouni Health Promotion
health concepts (including evidence-based b) Curriculum reform schools, Hospital Nursing | (ODPHP)—U.S.
health sciences, medicine, primary health stressing PHC media Office of Department of
epidemiology) care (PHC), and Disease Health and Human
importance of lifestyle ¢) Training in and Prevention and Services
b) Support activities that decisions as major information about Health U.S. Schools of
address information gap causes of morbidity and lifestyle-oriented Promotion Public
about smoking, diet, and mortality. disease prevention/ (ODPHP)—U.S. Health/Medicine
lifestyles as causes of health promotion Department of 21st Century Fund
morbidity and mortality Health and
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PRIORITY
AREA

INTERVENTIONS

TIME
FRAME

JUSTIFICATION
AND RATIONALE

INTERMEDIAT
E RESULTS

MISSION
OVERSIGH
T

TARGE

POSSIBLE POSSIBLE

PARTNERS | PARTNERS

ARMENIA GEORGIA
AND
AZERBAIJAN

4. National policy a) Donor coordination Short to Important components of a) Coordinating body Low a) Donors W orld Bank Management Unit/MOH
work b) Licensing and accreditation | medium maximizing donor identified/staffed and MOH WHO
¢) Technical assistance for effectiveness; provider b) Licensing/ b) MOH Joint Commission International
health care financing quality improvement; and accreditation criteria and HCFA
financing reform and body established providers 21st Century Fund
¢) Adoption by c) MOH,
insurance entity; insurance
improved payment entity,
timeliness Parliament
5. Other Quality a) Plan-do-check-act service Short to Provider practice patterns | a) Quality Low to medium Providers Joint Commission International
Assurance delivery medium based on improvement (QI) MOH WHO, UNICEF, NCHS, AHCPR, 21st
activities b) Development of process process/outcome plans Insurance Century Fund
and outcome measures measures and protocol- b) Adoption of entity
c) Identify/replicate best based care using evidence-based
practices international standards practices
d) Provider team building will improve provider c¢) Protocol-based
competence and quality care
(See Options Matrix, Armenia, of care.
VII)
AZERBAIJAN
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PRIORITY
AREA

Community/
service provider
engagement in
shaping health
reform

INTERVENTIONS

a) Support IEC, capacity
building, service, and
advocacy skills

b) Expand UNICEF
demonstration initiatives
based on successful PHC,
training, community
participation, and cost-
recovery activities

c) Offer technical assistance
around MCH/ RH within a
PHC program focus

d) Provide technical
assistance to HIS around
MCH/RH program focus

TIME
FRAME

Medium

Medium

Short to

Medium

Medium

JUSTIFICATION
AND RATIONALE

SO 3.2—Improved
sustainability of health
and social benefits and
services. Complements
SO1.2—Soundness of
fiscal policies and
management practices;
SO 2.1—Better-informed
citizens' participation in
political and economic
decision making; and
SO 2.3—More effective,
responsible and
accountable local
government

INTERMEDIAT
E RESULTS

Identification of one to
two regions and
collaborating
communities/NGOs

Additional
demonstration sites

MISSION
OVERSIGH
T

Low to medium

Low

Medium

Medium

TARGE

MOH

Community
health
committees

Primary
care
providers/
public

Providers/
public

POSSIBLE POSSIBLE

PARTNERS | PARTNERS

ARMENIA GEORGIA
AND
AZERBAIJAN

District CBOs/NGOs

UNICEF/Azerbaijan

International NGOs

CDC

CDC, NCHS,
NGOs
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PRIORITY
AREA

INTERVENTIONS

TRANS-CAUCASUS

TIME
FRAME

JUSTIFICATION
AND RATIONALE

INTERMEDIAT
E RESULTS

MISSION
OVERSIGH
T

TARGE

POSSIBLE POSSIBLE

PARTNERS | PARTNERS

ARMENIA GEORGIA
AND
AZERBAIJAN

Cross-Caucasus
health information

Medium

Infectious diseases, drug
abuse, alcoholism, and
other lifestyle sources of
morbidity and mortality
are trans-Caucasus in
nature and recognize no
geographic boundaries.
Sharing information will
improve surveillance and
control of infectious
diseases and assist in
identifying disease
prevention/ health
promotion approaches
that work.

Formation of cross-
Caucasus bodies to
define methods to
share and use data/
information.

Low

Ministries
of Health:
Armenia,
Georgia,
Azerbaijan

CDC

WHO

NCHS

Armenian National Health Information
Analytical Center
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2.2 Options

221 Armenia

Impact Time Frames
Short=1 to 18 months
Medium=18 to 36 months
Long=More than 36 months

HEALTH POLICY STRATEGY INTERVENTIONS IMPACT INTERMEDIATE USAID/ TARGETED | IMPLEMENTING
TIME RESULTS CAUCASUS FOR PARTNER/ACTOR
FRAME MISSION CHANGE (possible/potential)
OVERSIGHT
I.A. National policy framework for Technical advisory support to
health reform WHO Public Advisory
l.a. Develop an effective legislative Medium a. Initiate dialogue | Low Armenian Unit
framework governing health reform among stake- Parliament World Bank
holders
b.  Coordinate donor efforts in health
reform Short b. Coordinating Low MOH
body identified
and staffed
c. Identify best practices
Short c. Periodic forum Low SHA
for sharing best MOH
practices
2. Improve implementation of PHC to Medium to Successful pilots Low MOH Schools of Public
integrate vertical programs into broader- long of comprehensive Health (UCLA,
based PHC care at Marz level Hopkins, etc.)
3. Support policy and legislation toward Medium Licencing body Low Parliament JCI
licensing and accreditation of established MOH HCFA
providers/facilities demonstrating efficient SHA
and effective services Criteria for
licensing and
accreditation
established
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HEALTH POLICY STRATEGY INTERVENTIONS IMPACT INTERMEDIATE USAID/ TARGETED | IMPLEMENTING
TIME RESULTS CAUCASUS FOR PARTNER/ACTOR
FRAME MISSION CHANGE (possible/potential)
OVERSIGHT
1.B. National policy for health care Technical advisory support to improve Short Adoption by Low MOH: World Bank
financing health care financing (including BBP, insurance central, Management
accounting, insurance, management) entity/government; regional, and | Unit/MOH
more timely facility levels | HCFA
provider payment SHA
II. Rights and responsibilities under 1. Inform providers and public about Short Consensus on High MOH: all
the Basic Benefits Plan (BBP) health reform packages through public rights and levels
relations activities responsibilities CBOs
International/ local
2. Create platforms for discussion on Short Representative High Armenian NGOs and media
improved access to service groups formed to public
give feedback
Ill. STD/HIV/AIDS and reproductive 1. Support broad IEC effort and social Short Forum of major Medium Armenian Family
health initiatives marketing around reproductive health, IEC players to Planning Consortium
including STD/HIV/AIDS prevention pool information
and agree on Armenian Republican Center for
targets CBOs/ STDs
NGOs
2. Ensure that delivery systems anticipate | Medium Monitoring body High National Center for
and meet service demand for supplies for procurement AIDS Prevention
and equipment and distribution of
supplies and Center for
equipment Perinatology
3. Capacity building for operational Medium Identification by Medium MOH Johns Hopkins

research in reproductive health

AUA of key
process, outcome
research areas,
and participants

University: Population
Communication
Services (JHU/PCS)

American University
in Armenia (AUA)/
CHSR
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HEALTH POLICY STRATEGY

INTERVENTIONS

IMPACT
TIME
FRAME

INTERMEDIATE
RESULTS

USAID/
CAUCASUS
MISSION
OVERSIGHT

TARGETED
FOR
CHANGE

IMPLEMENTING
PARTNER/ACTOR
(possible/potential)

IV. Community and health service Use reproductive health (RH) as a Medium Identification of High Oxfam/Save | Oxfam
provider engagement in health thematic nucleus in one or two Marzes for one or two Marzes the Children- | Save the Children
reform building demand for PHC and collaborating related UNICEF
(see NOTE below) NGOs community World Bank
groups
V. Effective integration of 1. Increase capacity of information Medium 1. ANHAIC- Low MOH: CDC, NCHS,
- Health Information System (HIS) system for surveillance of both infectious approved regional ANHAIC
- Financial Information System diseases (TB, STDs, etc.) and chronic functional HIS level
(FIS) noninfectious diseases and for monitoring system
- Management Information System of health service utilization
(MIS)
2. Improve feedback loops for managerial | Medium?
and medical services upward to national 2. ldentifiable Low CDC, WHO,
level and downward to the district level for feedback loops in ICRC, IFRC
timely responses and positive health pilot areas
impact on the population; identify and
replicate best practices; facilitate effective
health information communication to
decision makers and media
3. Integrate into HIS financial and human | Medium to 3. Successful
resource data as well as clinical and long examples at Marz
epidemiological data to ensure that and regional Medium 3 and 4: CDC/WHO,
relevant information is available to levels of data- 3 and 4: NCHS, Armenian
decision makers driven decision Data National Health
making Analysts/ Information Analytical
Ministries of | Center
4. Facilitate cross-Caucasus border Medium 4. Formation of Health:
health information sharing to improve cross-Caucasus Armenia
surveillance and control of infectious bodies to define Low Azerbaijan
diseases (TB, STDs, HIV/AIDS, malaria, methods to share Georgia

etc.) in the case of potential or actual
threat

and use data
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HEALTH POLICY STRATEGY

INTERVENTIONS

IMPACT
TIME
FRAME

INTERMEDIATE
RESULTS

USAID/
CAUCASUS
MISSION
OVERSIGHT

TARGETED
FOR
CHANGE

IMPLEMENTING
PARTNER/ACTOR
(possible/potential)

VI.A. Competency in public health 1. Support institutions that train future Medium 1. Continuous Medium to
concepts health providers in public health concepts enrollment of high
(including health sciences, epidemiology) providers in American University
educational Health in Armenia’s Center
2. Support activities that address programs practitioners | for Health Sciences
information gap about smoking, diet, and | Long Research and MPH
lifestyles as causes of morbidity and 2. Strategies and Medium program
mortality targeted
audiences
identified for
lifestyle messages
3. Support institutions that train nurses in
VI.B. Competency in clinical nursing | public health concepts (including health Long 3. Enrollment and | Low to Nurses UCLA and Erebouni
(reorientation toward decreased sciences, epidemiology) graduation of medium Hospital nursing
medicalization and more PHC/public nurses in curriculum
health) improved
programs
VII. Establish quality health care 1. Training in Short to Quality Low to MOH/SHA: Joint Commission
initiatives a. Team building medium Improvement (QI) | medium central and International (US),
b. Evidence-based medicine and workshops or regional WHO, UNICEF
standardization of science-based practice seminars resulting levels Zdrav/Reform
c. Plan-do-check-act service delivery in action plans by Project,
d. Process and outcome indicators to participants to AHCPR
measure and manage activities demonstrate QI
concepts at their
level
2. Coordinate and facilitate management | Short Management Low MOH: Joint Commission
training in public health skills and curriculum central level | International (US),
attitudes to guarantee that decision concepts defined WHO, UNICEF
making is current, promotes prevention,
and remains customer-oriented
3. Support patient feedback solicitation Medium Patient survey High MOH: UNICEF, Relevant
and appeals mechanisms at service tools developed regional health-providing
delivery points level facilities
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HEALTH POLICY STRATEGY INTERVENTIONS

4. Seek best practices in managerial and
medical activities to

a. Bring them to national/regional
attention

b. Replicate

c. Reward for excellence

NOTE:

IMPACT
TIME
FRAME

INTERMEDIATE
RESULTS

Repository or
active solicitation
of best practices

USAID/
CAUCASUS
MISSION
OVERSIGHT

Medium to
high

TARGETED
FOR
CHANGE

IMPLEMENTING
PARTNER/ACTOR
(possible/potential)

UNICEF

The choice of RH is particularly relevant given the need to resolve the systemwide phenomenon of verticality in health systems as represented by the dichotomy between STD and
AIDS service programs. The benefits of successful integration of these related components will eventually accrue to any future efforts seeking to resolve verticality in other programs

such as infectious disease (e.g., TB).

. Employ RH through PHC service delivery to address health system issues from central through Marz and health facility levels by focusing on weak health system aspects,
including reorientation and improvement of the management of Marz, facility income, expenditure portfolio, training of health providers (including nurses, midwives, and other
health workers) to improve case management practice and rational drug prescription and training health workers in customer sensitivity and improved patient contact for
preventive/health education counseling, etc. Provide a monitoring mechanism theme to insure that regional health authorities as well as PHC facility managers (1) use the
information collected and (2) analyze it for decision making and problem solving at the district level.

. Use model to ensure that Marz health authorities are able to adapt their health system to PHC and to orient health providers accordingly, including formulation, dissemination,
and enforcement of new standards for clinical protocols (in collaboration with the relevant departments of MOH).
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2.2.2 Georgia

HEALTH POLICY STRATEGY

INTERVENTIONS

IMPACT
TIME
FRAME

INTERMEDIATE
RESULTS

USAID/
CAUCASUS
MISSION
OVERSIGH
T

TARGETED
FOR CHANGE

IMPLEMENTING
PARTNER/ACTOR
(possible/potential)

1. National policy framework for health
reform

Technical advisory support in

a. Coordination of donor efforts, Short a. Initiate dialogue Low MOH WHO Public
including sharing/dissemination of best among stakeholders Advisory Unit
practices

Medium b. Coordinating body | Low Parliamentary | World Bank
b. Developing and implementing an identified and staffed Committee for | WHO Advisory Unit
effective legislative framework Health and HCFA
governing health reform Social Affairs Curatio

MOH

c. Improving financial systems and Short c. Periodic forum for | Low MOH and World Bank
regulatory aspects, including insurance, sharing best practices SMIC HCFA
Basic Benefits Package (BBP),
accounting systems, and management
at rayon level
2. Foster central-level acceptance and Short to Low to MOH, schools | WHO
dissemination of internationally medium medium of medicine/ ICRC
accepted clinical and public health nursing AHCPR
protocols for infectious and chronic International

diseases/conditions

Organizations
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HEALTH POLICY STRATEGY INTERVENTIONS IMPACT INTERMEDIATE USAID/ TARGETED IMPLEMENTING
TIME RESULTS CAUCASUS | FOR CHANGE | PARTNER/ACTOR
FRAME MISSION (possible/potential)
OVERSIGH
T
1I. Community and service provider 1. Support one to two additional Short Identification of 1to 2 | Low to Local NGOs UNICEF
engagement in health reform through UNICEF models focusing on regions and medium MOH
public health priority theme focus (see community participation, health collaborating NGOs
NOTE) management information, PHC, and
health care financing
2. Improve effective community Short to Low to MOH, Oxfam
demand and patrticipation in district- medium medium district/regional | UMCOR
level reform efforts around thematic authorities, UNICEF
nucleus of RH/MCH Local IRC
NGOs/CBOs MSF-Spain
lll. Effective integration of 1. Increase capacity of the information Medium 1. Functional HIS Low MOH: regional | Zdrav/Reform
system for surveillance of both system level CDC
» Health Information System (HIS) infectious diseases (TB, STDs, etc.)
» Financial Information System (FIS) and chronic noninfectious diseases; for
* Management Information System monitoring health service utilization;
(MIS) and for quality of care at regional level
2. Improve feedback loops for financial, | Medium 2. Identifiable Low MOH/SHA: World Bank
managerial, and medical services feedback loops in central and CDC
upward to national level and downward pilot areas regional levels | HCFA
to the district level for timely responses IFRC
and positive health impact on the ICRC
population
3. Facilitate MOH coordination of donor | Medium 3. Successful Medium MOH

activities and allocation of resources for
HIS

examples at Marz
and regional levels of
data-driven decision
making
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HEALTH POLICY STRATEGY INTERVENTIONS IMPACT INTERMEDIATE USAID/ TARGETED IMPLEMENTING
TIME RESULTS CAUCASUS | FOR CHANGE | PARTNER/ACTOR
FRAME MISSION (possible/potential)
OVERSIGH
T
4. Facilitate cross-Caucasus border Medium 4. Formation of Low MOHs of three | CDC
health information sharing to improve cross-Caucasus Caucasus World Bank
surveillance and control of infectious bodies to define republics NCHS
diseases (TB, STDs, HIV/AIDS, methods to share and
malaria, etc.) in the case of potential or use data
actual threat
5. Seek best practices in managerial Medium to | Periodic forum for Low to MOH/SHA: Schools of Public
and medical activities to long sharing best practices | moderate national and Health
a. Bring them to national/regional regional levels | AHCPR
attention Providers
b. Replicate
c. Reward for excellence
6. Facilitate training in effective health Short Low Data analysts | CDC/WHO
information communication, including MOH’s NMLC
production of graphs, publication of NCHS
concise and timely health bulletins, and
development of skills for
communicating to decision makers, the
press, and the mass media
IV. Improve public health understanding 1. Support institutions that train future Medium 1. Continuous Low to Health Emory University:
health providers in public health enrollment of medium practitioners Rollins School of
concepts (including health sciences, providers in Public Health
epidemiology) educational programs
DHHS Office of
2. Support activities that address Long 2. Strategies and Low to Georgian Disease Prevention
information gap about smoking, diet, targeted audiences medium people and Health
and lifestyles as causes of morbidity identified for lifestyle MOH Promotion
and mortality messages Health Schools of public
practitioners health
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HEALTH POLICY STRATEGY

INTERVENTIONS

IMPACT
TIME
FRAME

INTERMEDIATE
RESULTS

USAID/
CAUCASUS
MISSION
OVERSIGH
T

TARGETED
FOR CHANGE

IMPLEMENTING
PARTNER/ACTOR
(possible/potential)

V. Establish quality health care initiatives | 1. Provide training in Short to Quality Improvement | Low to MOH: central Joint Commission
a. Team building medium (QI) workshops or medium and regional WHO
b. Evidence-based medicine and seminars resulting in levels Zdrav/Reform
standardization of science-based action plans by Providers Project
practice participants to
c. Plan-do-check-act service delivery demonstrate QI
d. Process and outcome indicators to concepts at their level
measure and manage activities
2. Coordinate and facilitate Short Management Low MOH: central Joint Commission
management training in public health curriculum concepts level WHO
skills and attitudes to guarantee that defined Emory-Thilisi State
decision making remains current,
promotes prevention, and is customer-
oriented
3. Support patient feedback solicitation | Medium Patient survey tools High MOH: regional | Health facilities
and appeals mechanisms at service developed level
delivery points
4. Seek best practices in managerial Long Repository or active Medium to MOH To be determined
and medical activities to solicitation of best high

a. Bring them to national/regional
attention

b. Replicate

c. Reward for excellence

practices
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HEALTH POLICY STRATEGY

VI. Facilitate prioritization and
implementation of public health issues

INTERVENTIONS

1. Collaborate with institutions and
agencies that disseminate health
prevention/promotion standards to
providers and monitor implementation
of correct practices

2. Support central and delivery points
where traditional “vertical” services are
integrated into PHC initiatives to allow
HORIZONTAL care and where IEC
activities are effectively implemented

3. Facilitate prioritization of public
health activities through institutional
support of proper use of health
statistics; intervene where existing
disease burden is high or sentinel

IMPACT
TIME
FRAME

Medium to
long

Medium to
long

Medium to
long

INTERMEDIATE
RESULTS

Improved information
dissemination

Reduced number of
vertical programs/
providers

Targeting of public
health expenditures
linked to disease
burden

USAID/
CAUCASUS
MISSION
OVERSIGH
T

Medium to
high

Medium to
high

Medium to
high

TARGETED
FOR CHANGE

MOH/SHA
Medical
schools
NGOs

NGOs
MOH
Providers

IMPLEMENTING
PARTNER/ACTOR
(possible/potential)

Schools of public
health

Institute of
Pulmonology and
Tuberculosis

NGOs

Schools of public
health

CbC

AHCPR

NCHS

systems signal need for urgent action

NOTE:

* Options for implementation mechanisms: The overall district model(s) should be funded through and managed by UNICEF/Georgia, which has been piloting similar activities in Georgia
since the mid-1990s. UNICEF/Georgia has a close working relationship with the World Bank, MOH, and other actors. Subcomponents would then be subcontracted by UNICEF to
its implementing partners. Hence, the community development IEC activities focusing on RH should be implemented by a community-based group (CBO) already operating in the
targeted model district(s), or the project implementers should create a sustainable community structure that can continue the advocacy and participatory management of the health
care system. Selection criteria for the chosen district(s) should include consideration for the vulnerability of the region (in turn based on the proportion of vulnerable groups residing
in it as well as risk-mapping exercises). Willingness and motivation among district authorities should also be an important selection criterion. To the extent possible and in close
consultation with UNICEF before final district selection, USAID's investment should best be placed in districts where other NGOs/donors have already undertaken a focused set of
interventions similar to the activities proposed above. This may include (but not be limited to) selection of districts such as Tsalenjikha where MSF-Spain is implementing a promising
project focusing on improving the facility-based health care delivery quality/coverage, districts where OXFAM has already created community-based groups (even if they initially rallied
around other themes such as disability, credit/savings groups, women's rights, etc.), and/or districts where the British Know-How Fund may start implementing its training-of-trainers
for General Practitioners/Family Physicians. Funding support by USAID to these international NGO activities is not a necessity, but should funding constraints appear, it would be
advantageous (and less burdensome to the USAID Mission) simply to have UNICEF conclude yet another subagreement with the international NGO as its implementing partner in
the chosen district(s).
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Azerbaijan

HEALTH POLICY STRATEGY INTERVENTIONS IMPACT INTERMEDIATE USAID/ TARGETED IMPLEMENTING
TIME RESULTS CAUCASUS FOR PARTNER/ACTOR
FRAME MISSION CHANGE (possible/potential)
OVERSIGHT
I. Indigenous advocacy through civil society and R | 1. Support capacity building, Medium 1. Needs assessment of Low 1.1-1.3 Media, OSl/Soros
NGOs around primary health care E | service, and advocacy skills among service and advocacy skills Parliament, ISAR, MCI grantees
P | indigenous health/human rights by NGOs local health/
NOTE: Primary health care as an agent for R | NGOs human rights
ommunity mobilization, empowerment, and (0] NGOs,
participation to serve community needs D | 2. Implement national health- population
U | focused IEC/social marketing Medium to Low 1.2-1.3 Johns Hopkins
C | campaign to improve choices for long 2. Collation of materials and University: Population
T | men, women, and adolescents methods developed and Communication Center
| deemed effective for a
\% marketing campaign
E | 3. Use partnerships at
national/community levels for IEC to | Medium to Low
H | promote knowledge about long
E | STD/HIV/AIDS prevention** 3. Mechanism to coordinate
A partnership activities in IEC
L
T
H
Il. Community/service provider engagement in 1. Support IEC, capacity building, Medium Identification of 1 to 2 Low to medium | MOH District CBOs/NGOs
haping health reform service, and advocacy skills regions and collaborating
NGOs
Low
2. Expand UNICEF demonstration Medium Additional demonstration Community UNICEF/Azerbaijan
initiatives based on successful PHC, sites health
training, community participation, and committees
cost-recovery activities
Medium
3. Offer technical assistance around Short to Primary care International NGOs
MCH/ RH within a PHC program focus medium providers/ CDC
public
Medium
4. Provide technical assistance to HIS Medium Providers/ CDC, NCHS,
around MCH/RH program focus public NGOs
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HEALTH POLICY STRATEGY INTERVENTIONS IMPACT INTERMEDIATE USAID/ TARGETED IMPLEMENTING
TIME RESULTS CAUCASUS FOR PARTNER/ACTOR
FRAME MISSION CHANGE (possible/potential)
OVERSIGHT
Il. Subnational initiatives to improve quality of Within UNICEF model:
health care
1. Solicit patient feedback and appeals Medium 1. Development of patient Low to medium | Regional UNICEF and
mechanisms at service delivery points survey tools health associated community
providers and health committees
2. Promote and disseminate patient rights | Short 2. Consensus on rights and | Low to medium | officials
and responsibilities responsibilities
3. Seek best practices in managerial and Long Periodic forum on best MOH: Local NGOs
medical activities to practices Armenia, International
Azerbaijan, organizations
a. Bring them to national/regional and Georgia
attention
b. Replicate
c. Reward for excellence
I\V. HIS as national and regional public health 1. Ensure legislative support for Medium Awareness among
early warning system regulation, inspection, and enforcement legislators of the emerging
of public health measures where HIS needs for health of the
indicates potential/actual public health public
threat
2. Facilitate cross-Caucasus information Long Formation of cross- Governments ANAHIC-Armenia
sharing to improve cross-border Caucasus bodies to define and MOHs: MOH/Georgia-HIS
strategies for surveillance and control of methods to share and use Armenia, CDC
infectious disease data Azerbaijan, WHO
and Georgia UNICEF
3. Collaborate to ensure that the MOH Medium Information and education MSF-Belgium
approves and supports internationally campaign targeted at high- ICRC
accepted disease protocols, including level decision makers WHO
WHO protocol for TB
4. Support an epidemiological notification | Short to Forum of NGOs and MOH
system for rapid reporting of public health | medium interested parties in IO/NGOs

emergencies

methods for rapid response
systems
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HEALTH POLICY STRATEGY

INTERVENTIONS

IMPACT
TIME
FRAME

INTERMEDIATE
RESULTS

USAID/
CAUCASUS
MISSION
OVERSIGHT

TARGETED
FOR
CHANGE

IMPLEMENTING
PARTNER/ACTOR
(possible/potential)

. Strengthen coordination of NGOs, 10, and UN
gencies

1. Support IO/NGO health survey
statistics for information sharing,
planning, and avoiding duplication

2. Increase leverage on the MOH to
adopt national strategies, including TB
management, food fortification, and
national surveillance sentinel system

Short

Short to
medium

1. Repository of survey and
statistics on health

2. Information and
education campaign
targeted at high-level
decision makers

I. Introduce public health concepts

** NOTE:
Options for implementation mechanisms:

(1) The entire IEC/service component should be funded through an existing international NGO already involved in civil society (e.g., ISAR or OSl/Soros) willing/able to undertake a new focus within its current portfolio

Reorient medical/health curricula to
emphasize RH, PHC, preventive/
community-based health care delivery,
and human/patient rights

of support to local groups, which include nonprofit, private sector, research institutional entities in Azerbaijan.

(2) To capitalize on and synergize the impact of other USAID/donor efforts supporting health/local NGOs, the civil society partner implementing the IEC/service component could include local NGOs/CBOs that have

already partnered with international humanitarian health activities.

Definition of key graduate
curriculum concepts in
PHC/RH and implementors

(3) U.S. partners could include, but not be limited to, the Johns Hopkins University's Population Communication Center, as recommended in the RH strategy draft.
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3.0 PUBLICHEALTH ISSUES
3.1  Epidemiology Summary

Armenia, Azerbaijan, and Georgia share important health, health status, and disease commonalities.

. In al three countries, life expectancy has decreased. Theleading causes of death are
cardiovascular diseases and cancers.
. Key contributors to the sources of morbidity and mortality and to growing numbers

of chronic diseases such asdiabetesare so-called “lifestyl€” issues, including poor diet
with ahigh fat content, smoking, misuse/abuse of acohol and drugs and problemsin
all three countries, and mental illness.

. Infant and maternal mortality rates have risen erratically and can be as much as four
times higher than WHO targets. Formal and informal fee-for-service medicine has
substantially increased at-home deliveries, with an attendant increase in infant and
maternal mortality risk. Costs have kept too many women from receiving adequate
prenatal care, and abortions continue to be a primary means of birth control. Lack of
knowledge about reproductive health choices and failure to seek preventive health
care, such as prenatal risk screening, also add to infant and maternal mortality rates.

. Although there are variations among the three countries, childhood immunization
levels are low for some antigens.

. The three Caucasus republics are facing aresurgence of communicable diseases such
as tuberculosis, much of which is drug-resistant.

. All three countries share rapidly growing burdens of alcoholism, drug abuse, and
sexually transmitted diseases, including HIV/AIDS.

. Economic decline has lowered exposure to pollution and workplace toxins, but

infrastructure breakdown, including severe problemsin sanitation and accessto clean
water supplies, together with a deteriorated housing supply has exacerbated
environmental health problems.

3.2 Primary Careand Delivery System Change Summary

The full set of leading causes of death, maternal and child health-related issues, sexually transmitted
diseases, and most other infectious diseases are the very medical problemsthat science-based primary
care can be most effective in preventing, identifying in a timely fashion, and treating. Moreover,
effective primary care can secure benefits at acost far lower than specialty-based and hospital-based
care. But thetraditiona delivery structure in the three republics over the last 15 and more years has
given primary care increasingly short shrift, emphasizing secondary and tertiary curative care while
minimizing resources devoted to prevention and primary care.

Armeniaand Georgia, with major financing support from the World Bank and policy analysis support

from WHO, are beginning to turn their health care delivery systems from expensive specialist-based
secondary and hospital-based teriatry care to primary care, squeezing resources from the former to
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build up the latter. This effort requires not only increasing the medical competency of primary care
giversthrough training and retraining and the provision of basic medical equipment but also amajor
changein the public’s perceptions and expectations regarding the nature of careitself and the quality
of care that areformed primary care structure can deliver.

3.3  Environmental Summary

The general decline in agricultural and industrial production (including the closure of many of the
Caucasus' s most notorious environment-polluting factories) has reduced the population’ s exposure
to toxic chemicals. At the sametime, though, the deteriorating conditions of poverty have provided
ideal conditions for the proliferation of waterborne and respiratory diseases. Environmental health
problemsare not uniformly distributed within any one of the countries or populations. The exposure
to lead and dust in cities, particularly in the capitass, is much greater than in rura areas. While most
drinking water isderived from good-quality groundwater sources, old pipesand infrastructure, leaks,
and poor management heavily compromise drinking water availability and quality. Serious water
problems confront cities, towns, and villages. Inrecent years, thewater problem hasbeen manifested
in outbreaks of dysentery, typhoid, hepatitis A, and, in some areas, malaria. Other areas of concern
includeindoor air pollution and waste management. Armenia sdraft National Environmental Action
Plan, for example, produced with support from the World Bank, focuses attention on two priorities:
improved water supply and utilization; and phasing out lead in gasoline and mitigating exposure to
lead, especialy among young children. Oil and chemical pollution is a serious problem in much of
eastern Azerbaijan; in western Georgia, radioactivity from Chernoby! is a continuing problem.

In all three countries, war, natural disasters, and economic dislocation have led to serious housing
problems. Refugees and internally displaced persons subsist as squatters or are crowded into unfit
housing and refugee camps that lack appropriate water, power, and sanitary capacity. Meaningful
paid employment is difficult to find everywhere, but perhaps especialy for refugee camp residents,
and facilities and opportunities available to them are particularly inadequate.

34  Health Information System Summary

While part of the Soviet Union, the Caucasus enjoyed a health information system (HIS) that met
many of the needs of budgeting and central planning but nonetheless evidenced substantial
weaknesses with regard to the measurement of health outcomes. Since the demise of the FSU, those
earlier systems have been essentidly irrelevant to changing needs. With reductions in funding and
alack of ongoing utility in the face of today’ s new redlities, the HIS largely broke down shortly after
independence.

But good informationisvital to thedirection, control, and operation of health care and the health care
system. Timely and reliable epidemiological data are crucial to the identification of new illness and
disease threats, to the redirection and balancing of finite resources to meet the burden of illness, and
to monitoring the effectiveness, efficiency, and performance of the health care system asawhole and
in its constituent parts. Outcome data are pivotal to science-based medicine and the identification,
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development, and dissemination of effectiveclinical practice. Without such data, decisionsregarding
appropriate and efficient management of limited resources will be uninformed, inefficient, and
wasteful.

As hedlth reform-related efforts have begun to take root over the past three to five years, initiatives
to revive amodified health information structure have aso been launched. In Armenia, largely due
to earlier assistance from the U.S. Centersfor Disease Control (CDC), and WHO and the enthusiasm
of the head of the Armenian National Health and Analytical Information Center (ANHAIC), the
outline of afairly sophisticated system isin place. For smilar reasons, Georgia has demonstrated
considerable progress in the last severa years. In Azerbaijan, where the government has shown
remarkably limited interest in health reform, the nation has devoted little effort to securing health
information.

All three countries need upgraded and strengthened health information systems designed to support
resource allocation, clinical decision making, and assessments of the impact of system changes at the
national and local levels. Of special importance is standardized, consistent reporting and case
definition and development of a system and structure that meet the policy and operational needs of
participants at the provider, local, regional, and nationa levels. By definition, data inputs to the
health information system are entered at regiona and subregional levels. Willingness to expend the
effort to develop and input data locally will be substantially enhanced if contributors see
themselves—and not simply some far-distant higher level—as beneficiaries as well. Among
information that often proves useful at the subregional and regional levels and that can be provided
by a central data authority is comparative data. How does “my” area compare with others along
given dimensions of interest?

34.1 Key Health Data

Thedatain the table below come from avariety of sources. Many arethe product of special-purpose
small-area samples extrapolated to the population as a whole. Sample frames and collection
techniques are highly variable. Virtually all are suspect to some degree and therefore should
generaly beviewed asindicativerather than dispositive. Nonereflectsameta-analysis. Especia care
should be exercised in any effort to compare data across countries. The reader is encouraged to
review the annex, A Note on Epidemiologic Considerations, for more detalil.

Armenia Azerbaijan Georgia
Overall immunization coverage’ 85%° 959" ¢ 83-92%°
Meades 56%* 99%*
All, including DPT 28-96%
Infant mortality rate (per 1,000) 17° 20%¢ 28-35°
Perinatal mortality rate (per 1,000) 16.6° 20-39>4
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ambulatory)

Armenia® Azerbaijan Georgia
Percent low birth weight 7% 17.4%"
Maternal mortality rate (per 1,000 28% 40%Y 58P '
women of child-bearing age)
Abortions per 100 live births 62.6%9 85-102%Y 70>
Average number of abortions per 2.23*9 2.4%Y 3.7
woman of child-bearing age
Contraceptive prevalence rate <10%® 9" 10-20%°Y 1-2%" '
“Official” contraceptive prevaence rate 289> 9N 25-30%" "
Percent anemiain pregnant women 11%° 88%°Y 40%
Percent anemiain children lessthan 5 Unknown 46% (42-
yearsold 69%)°
TB incidence per 100,000 population 35 105-178
HIV/AIDS (number of cases) 63 800 (HIV)"¢
Gonorrhealsyphilis per 100,000 31/26" !
population
Cardiovascular disease deaths per 350%™ 333 730.3>"%
100,000 population
Diabetes per 100,000 population 949%™
Menta illness (total cases, inpatient and 850* ™"

2 Analysis of the health status of the population in the Republic of Armenia, 1997.

® UNICEF funding grants from USAID for 1996-1997. Includesimmunization in all three Caucasus countries, sick-

child initiative in Azerbaijan, etc.

¢ UNICEF, Skillsfor Life, Gevork Pogossian, 1995.

4 UNICEF/Azerbaijan, Annual Report 1997.

¢ EPI/Maternity Survey in Five Districts in the Northwest of Azerbaijan—April-May 1997, MSF-Holland.
" Epicenter (Andre Sasse), Diphtheria Outbreak in Georgia, 1994.

IUNICEF/AFHA, Assessment of Reproductive Health Indicators, Infrastructures and Resources in Ararat and Vayots

Dzor Regions.

" AFHA, KAP on Reproductive Health and Family Planning (funded by UNICEF, WHO, and UNFPA).

' The 1996-1997 National AIDS Bulletin I, Armenian National Center for AIDS Control and Prevention, Y erevan,

Armenia, July 1997, CHSR/AUA.

I STD Center, Statistical sheets showing data reflecting STD dynamics in Armenia 1994-1997 (supplied by STD

Center).

k MSF-France, Data on STD in Women from Y erevan Dispensary.
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' AFHA/UMCOR/Perinatology Center, Survey on infertility among women and STDs.

™ MOH, Annual Statistics Report for Armenia (Russian) for 1996 and 1997 (supplied by MOH/HIS Center).

" Project Proposal: Support to Sevan Psychiatric Hospital by M SF-Belgium.

° Georgia Health Sector Overview (presentation) by Curatio International Foundation, May 1998.

P SCF-USA (Anita Ronstrom), Children in the Caucasus, 1995.

9 UMCOR: Reproductive Health and Family Planning in Georgia, concept paper, March 1998.

"UNICEF, Georgiawomen's health profile, 1993.

$ SCF-USA (A. Zayan), Reproductive Health in Georgia: Issues and Program Options, 1994.

Y UNICEF/Headlth Net International: Health Care Reformsin Georgia: An Analytical Overview, November 1997.

“ Brief data concerning arrangements for struggle against AIDS in the Republic of Georgia.

Y B. Abide, I. Pruidze, and B. Piquemal, Thilis assessment of hypertensive disorders, 1996.

" Five Y ears Term State Target Programme for Smoking Prevention in Georgia, Georgian Ministry of Public Health.
* Health and Nutrition Survey of Internally Displaced and Resident Population of Azerbaijan, April 1996, by USAID,
WHO, and UNICEF with assistance from M SF-Holland and Relief International.

YRelief International: Azerbaijan—Women's Reproductive Health Program Summary 1997-1998.

World Bank, 1994. Volumell, p. 64.

3.5 Health Realitiesand Policy Implications

Vital though curative care, especially hospital-based tertiary care, may be to the health and welfare
of individuas, itisalargely secondary factor in explaining the health status of populations. Far more
central is disease prevention and health promotion. Over time, disease prevention and health
promotion—together with a commitment of financial and human resources to primary care health
initiatives—reap the greatest benefits for the greatest number of people. By stressing disease
prevention and health promotion concepts, primary health care ams for improved access as well as
for services that are available, appropriate, affordable, and timely. Investments in prevention and
promotion result in cost-effective care and achieve greater satisfaction for more patientsthan curative
care done. This does not mean that higher-level, hospital-based curative care should be excluded
from nationa hedlth strategies; it does, however, underscore the adage that an ounce of prevention
isworth apound of cure. By appropriately balancing curative and preventive activitiesin a nationa
health strategy and budget, in the long run, the national health return on investment virtually always
favors public health priorities.

On the other hand, the general tendencies of developed countries and their citizenry isto demand
more resources devoted to curative care whose effects, at the individual but not at the societal level,
are often more immediate and dramatic. Moreover, the “lifestyle” changes associated with disease
prevention and health promotion activities directed toward healthy diets, increased exercise, and
reduced levelsof obesity, a cohol consumption and smoking arevery difficult toincorporateinto daily
living. Tradition, habituation, emotional relief, and ensured present pain versus potential futuregain,
and, in some cases, cost al militate against an individual’ s adoption of an optimally healthy lifestyle.

How can consumers come to understand the tension between the desire for expensive, high-
technology specialist care versus the need for an emphasis on preventive and primary care? Thisis
oneissuethat nationsrich and poor confront, but one of special concernin countriesin dire economic
straits. Policy makers must initiate dialogue about patient rights and responsibilities. Initiating such
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adialogueisaparticular chalengein the FSU, where citizens have been passive consumers of health
care and have not aways been informed about treatment options or aternatives outside their
immediateservicearea. If health care decision makersare advocates of informed choiceand equitable
financing schemes, they are obligated to ensure that health care facilities can in fact deliver both the
services and the goods. This promise, so to speak, means that facilities and providers must adhere
to standards met objectively through licensing and accreditation review. In addition, salary support,
performance incentives, agreed-upon job descriptions, and clear lines of accountability are integral
parts of successful health sector management.

Not to be overlooked are the supplies, pharmaceuticals, and appropriate equipment—the tools for
the delivery of effective health services. To ensure proper use of these tools, providers must be
trained through classroom and on-the-job instruction and through the implementation of clinical
guidelines. Important, too, isoversight in furtherance of desired utilization and referral patterns that
reflect the best interests of patientsand providersaswell asoverall efficiency and effectiveness. Such
oversight requires ongoing management training and capacity building that emphasizes integration
of health and financial data, integrity of information systems, and the ability to make correctionsin
the face of over- or underutilized resources. This type of quality management solicits information
feedback from both usersand providers of services, identifiesbest practicesin both the administrative
and clinical arenas, and rewards for excellence in performance.

3.6 Priorities

Countries exploring a paradigm shift from tertiary to primary-based health care often want assurance
that the proposed changeis not only conceptually desirable but that it can a so be operationalized and
is likely to prove effective. It isat this entry point that pilot projects can play an influential role.
NGOs often have considerabl e on-the-ground experience with successes and failuresinimplementing
primary health care projects—from executing local aternative payor mechanisms, to instituting cost-
recovery schemes, to organizing community participation around perceived health needs. When such
grass-roots knowledge is linked to models of community engagement, the result can be a powerful
demonstration not only of the health-related value of change but also of democratization and
governance. The experience of efforts in which the core commitment is to primary health care, such
asthose demonstrationsinitiated by UNICEF, can provide strong testimony that health care reform
is both viable and sustainable.

At this stage of the health sector reform process in the Caucasus, demonstration and implementation
partnerships can be especialy valuable. Outside technical assistance and transferable skills lend
support in settings where major actors desire improvement but do not command the meansto realize
it. Aslong asthe assisting partners aimisto work themselves out of ajob, partnerships can launch
and sustain efforts that may not have been otherwise attainable. But countries dealing with multiple
donors with sometimes varying interests often find that donors expend considerable time avoiding
duplication of effort or addressing “turf” issues. Asaresult, someissuesremain altogether neglected.
Yet, in some settings, multiple donors and agencies may be able to apply leverage to motivate



conflicted, self-interested, or lethargic government entities to endorse desirable efforts such as
strengthening MCH, PHC, and adopting WHO and other evidence-based protocols.

Giventhe many needsand limited resourcesof all three Caucasusrepublics, the challenge confronting
decision makers is the identification of hedth issues where investment of human and financia
resources allowsfor the greatest good, i.e, cost-effective improvement of the public health. Such an
effort usualy takes the form of a primary care/public health initiative as opposed to hospital-based
technical assistance. It attemptsto address equity of access and availability aswell as quality of care.
However, programs that are technically solid but do not take into consideration either the disease
burden or the magnitude of the affected population can become major consumers of resources that
benefit only a minority—often those with the ability to pay—while the sicker and disenfranchised or
poorer populations are left without basic health rights. Accordingly, investment in prevention
activities and health promotion is more cost-effective than programs that improve, for example,
surgical specialty care or state-of-art diagnostic imaging.

Moreover, efforts to enhance the health of the public must facilitate the ranking of public health
activities through the institutionalization of support for and proper use of health statistics to identify
those interventions where the existing disease burden (frequency, duration, volume, and severity) is
high or where sentinel systemsindicate the need for urgent action. In addition, initiatives such asthe
integrated management of childhood illness (IMCI) deserve greater emphasis so that even laudable
public heath and maternal and child health (MCH) activities do not become fragmented or
“verticalized.”

3.7 Health Trends

All three countries reveal apaucity of datathat arereliable in their specificity. Inconsistencies arise
from problematic data collection and reporting, conflicting case definitions of diseases, and narrowly
focused study and research data. Nonetheless, a few clear health trends, including the following,
reflect the declining health status of the Caucasus nations:

. decreased life expectancy;

. cardiovascular disease (CV D), cancers, trauma, and accidents as|eading causes of morbidity
and mortality;

. high infant mortality rates (IMR);*

. increased infectious diseases, including, among others, TB, HIV/AIDS, and sexually

transmitted diseases (STDs);
increased maternal mortality;
increased perinatal mortality;
increased congenital birth defects; and
continued high rates of abortion.

! Armenia shows a small decrease in IMR. Azerbaijan data also show decreasing IMR, but such a trend seems extraordinarily
improbable. More likely, Azerbaijan’s data reflect dated FSU case definitions and current underreporting.
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Other health trendsreflecting collaboration with international organizations, improved availability of
childhood vaccinations, MOH initiatives, and other factors are more positive. They include

increased frequency and rates of breastfeeding;

improved national immunization rates and EPI;

increased knowledge about and fewer cases of childhood diarrheal disease;
decreased cases of acute respiratory infection (ARI); and

increased contraceptive prevalence rates.

Each country section and the annexes discuss these and other health statusindicatorsin greater detail.

3.8 Health Care Structure and Financing

Currently, the three countries of the Caucasus have smilar health delivery systems. In brief, their
structure, which iscommon to al FSU entities, is organized from primary to tertiary care asfollows:

1. Primary

In villages, Feldsher stations or health points known as FAPs staffed by a feldsher,?
midwife, and/or nurse;

In towns, primary care physician or ambulatories typically staffed by a gynecologist
and dentist;

Patientsreceive basic first aid and the most ssmple primary care treatments, with most
cases referred to polyclinics.

2. Polyclinics

Outpatient services for awide range of health concerns;
Staffed by nurses, midwives, and clinicians for routine primary health care and
secondary and some tertiary care, with more serious cases referred to hospitals.

3. Hospitals

Didtrict or tertiary care and regiona hospitals located in most major cities;
Most speciaized hospital care typically found in the capital.

With aregionwide glut of speciaist physicians, primary health care (PHC) providers have low status
in each Caucasus country. Less than half of rura ambulatories employ a doctor. Patients often
bypass the lowest-level facilities in favor of polyclinics because of the former facilities lack of
equipment and drugs and their poor physical environment and reputation.

In all three countries, dramatic reductionsin government financia capacity since independence have
led to significant decreases in government support of health care.  Whether through formal or
informal fee-for-service payments, patients now face substantial costsfor health care. Asaresult of

2 FSU equivalent of aphysician’s assistant.
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increasing out-of-pocket costsfor medical servicesand drugs, evidencein al three countries suggests
that many, especially the poor, have simply ceased to seek health care.

3.8.1 Vulnerables

Who are the poor and vulnerable populations at risk in the changing health care environment of the
Caucasus? The International Federation of Red Cross and Red Crescent Societies (IFRC) defines
“vulnerable” categories throughout Armenia, Azerbaijan, and Georgia as

older people;

disabled people;

ingtitutionalized children;

refugees/IDPS;

natura disaster victims,

detainees,

older members of the intelligentsia;
chronic disease sufferers;

single parents in multichildren families; and
ingtitutionalized older and disabled people.

Even as fee-for-service medicine is supplanting free care in all three countries, categories of
vulnerables—varying by country—remain entitled by law to publicly funded care. Y et, the team was
told everywhere that these promises were more often honored in the breach than in reality. The
actual practice seems predominantly to be that only those able to pay at least a significant portion of
charges are served. Thus, poverty status seems a useful if imperfect proxy for financia access to
medically necessary care because, for those with sufficiently low income, accessing health care means
foregoing another essential, often food.

Based on ahousehold survey conducted in all three countries using generally similar instruments and
techniques, one analysis found the following:®

Armenia Azerbaijan Georgia
Number of householdsin n=1,800 n=1,200 n=1,807
sample
Food vulnerable 19% 18% 25%
Medically vulnerable 17% 11% 13%
Treatment too expensive for 18% 15% 13%
household with an ill member

3 A. De Roos and D. Venekamp, ECHO Survey-Caucasus, Annex V1.
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Armenia

Azerbaijan

Georgia

Drugs too expensive for
household with an ill member

6%

3%

6%

Other country-specific studies have often found markedly higher household poverty rates. For
example, a World Bank study in Azerbaijan that used regiona prices found more than half the
households to be “poor.” Moreover, in a related community survey, 20 percent of respondents
reported the cost of basic nutrition—food—to be their most severe “health” problem.*

A draft analysis of household-level data collected by the Armenian State Department of Statistics
during November—December 1996 devel oped the following poverty statistics:

Urban Rurad Total
(percent) (percent) (percent)
Below poverty line—"Poor” 58.8 48.0 54.7
Below Food Line—"Very Poor” 29.6 24.4 27.7
L ess than 40% of median per/capita 8.1 9.2 8.5
income—"Extremely Poor”

In the changing environment of health care throughout the Caucasus, many who are economicaly
vulnerable are at risk of being overlooked, missed, or forgotten. As change, intended and otherwise,
occurs in the next few years, monitoring vulnerables access to and use of health care and services
will be important.

3.9 Maternal, Child, and Reproductive Health

Accessible basi¢ health information that addresses primary health care issues, including maternal and
child health, prevention of STDsand HIV/AIDS, and reproductive health, is not generally or readily
avallable in any of the Caucasus nations. Lack of affordable health care has led to decreasing
frequency of prenata care and increasing numbers of home deliveries. Rates of maternal and neonatal
morbidity and mortality are substantially higher than thosein neighboring Western Europe and appear
to be substantially and systematically underreported. Women have little or no knowledge of
reproductive health choices. The team often heard that many providers are unwilling to give up the
lucrative practice of abortion in favor of less well-paying contraceptive measures.

3.10 Nutritional Deficiencies

4 World Bank, “Azerbaijan Poverty Assessment,” Volume I, February 1997, p. 15.
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Comparison of older surveysand reportswith current data suggest that nutritional problemsand food
insecurity in the Caucasus nations were greater in the early 1990s than today, especidly in Armenia
Nevertheless, some nutritional deficiencies persist in areas inhabited by IDPs and refugees and in
other pockets. NGOshavelargely been responsiblefor identifying the truly needy and vulnerableand
providing food supplementation. Mothersand children aswell aselderly pensionersand single heads
of households lead the list. In Azerbaijan, the prevalence of stunted growth among children is eight
to ten times higher than the expected prevalence of 2.3 percent in reference populations.”
Throughout the region, iron deficiency anemia heads the list of needs for micronutrient
supplementation. In Georgia, 40 percent of pregnant women and infants are anemic. One survey
in Azerbaijan found that more than two-thirds of 12- to 23-month-olds had anemia; a CDC/WHO
survey found a prevalence closer to 100 percent.® Goiter secondary to iodine deficiency runs
extremely high in some rural areas of Azerbaijan as does vitamin D deficiency in both residents and
IDPs. Sdltisiodized in Armeniabut not in Azerbaijan; in Georgia, only imported salt, which over
the last several years has represented an increasingly smaller percentage of the market, isiodized.

3.11 Communicable Diseases

To envision a regiona health strategy is to look for common themes and trends where health
problems and their potential solutions cross borders. Commonly, communicable diseases meet those
criteria, especially where prevention and detection of the disease agent may be deficient due to
economics, local technology, limited competencies, cultural considerations, or politics.

Simply put, the recent rise in the incidence rate of infectious diseases in the NIS reflects the
universa link between public health security and economic fortune. As an example, the
abrupt severing of contractual ties between republics from the FSU in 1991..., coupled with
the demand by Russians for hard currency (i.e.,, US dollars) to purchase vaccines,
pharmaceutical agents, and medical supplies, resulted in a 2-year birth cohort (1991-1993)
in Central Asia and the Caucasus Region left unimmunized for measles, polio, diphtheria,
tetanus, and pertussis. Even now in 1995, the cash-poor governments of the NIS find
difficulty providing basic public health services, ranging from measles vaccine for childrenin
Azerbaijan to the repair of broken water mainsin Armenia..., resulting in alarge waterborne
outbreak of shigellosis in the fal of 1994. Additionally, investigators attribute recent
increases in incidence rates of tuberculosis to malnutrition, poor living conditions, and lack
of antituberculosis medications, which, in turn, reflect the current poor economic conditions
and a deteriorating public health infrastructure.’

5 Health and Nutrition Survey of Internally Displaced and Resident Population of Azerbaijan, April 1996, by USAID, WHO, and
UNICEF with assistance from M SF-Holland and Relief International .

8 1bid.
7 Scott J. N. McNabb, Terence L. Chorba, and Martin G. Cherniak, “ Public health concernsin the countries of Central and Eastern
Europe and the New Independent States, in Current Issues in Public Health 1995, 1:136-145.
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The result was a diphtheriaincidence per 100,000 of 0.96 in Armenia, 5.36 in Georgia,® and 9.18 in
Azerbaijanin 1994. Among many public health functions, health information systems can serve as
sentingl systems that warn of trouble within a district or region and monitor the impact of an
intervention. Such systems have been used effectively in the recent past for vaccine-preventable
diseases. In the case of diphtheriaand polio, all three countries—with the support of UNICEF and
other NGOs—have tackled the problem through EPI campaigns, IEC, and vaccine distribution
logistics. They successfully halted therisein diphtheria of the early 1990s such that each country has
reported fewer cases of diphtheria morbidity and mortality. Polio has been virtually nonexistent in
Armeniasince 1995° and in Azerbaijan since 1996. Nevertheless, in some areas of all three countries,
overall immunization coverageremainsaarmingly low, especialy for meades. InThilig, for example,
UNICEF reports coverage of only 39 percent while coverage is aslow as 28 percent in Abkhazia.

Another clear exampleisHIV/AIDS. Even with significant underdetection and underreporting, the
substantial increase in HIV/AIDS in all three republics® is testimony to the urgency of program
development. When coupled with therisein STDs, which are known to facilitate the spread of HIV,
HIV/AIDSmust beaddressed through education, prevention, andintegrated programsthat unite STD
clinicswith health information systemsto foster information flow around these epidemics. The need
IS paramount.

Another communicable disease of priority concern in al three republics is tuberculosis, which is
showing steady increases in new cases, incomplete therapies, and rising multidrug resistance. The
result is agreater disease burden and higher coststo the health care delivery system than the cost of
prevention, early detection, and proper treatment. Until very recently, the Azerbaijani Ministry of
Health has been and many individua providersin all three countries continue to be resistant to the
internationally accepted WHO protocol sfor TB clinical casemanagement. Throughout the Caucasus,
the TB program, like programs for STDs and HIV/AIDS, has not been integrated with other
components of the general hedlth care delivery system at the community level. This has too often
meant that care is fragmented and not particularly accessible to the public.

The Georgian National TB Program is initiating common (WHO) TB treatment and referral
guidelines and a standardized pharmacological approach. The program’s strategies will support
central institutions as well as periphera delivery points that integrate traditional “vertical” services
into primary care initiatives, thereby alowing “horizontal” care delivery (a broader menu of service
and treatment options) as well as the effective implementation of IEC activities. In Georgia, the
activities proposed by the Institute of Pulmonology and Tuberculosis (TBI) indicate a commitment
to integrating TB servicesinto PHC activities.

8 Epicenter (Andre Sasse), Diphtheria Outbreak in Georgia, 1994.
9 MOH, Annual Statistics Report for Armenia (Russian) for 1996 and 1997 (supplied by MOH/HIS Center).
10 STD Center, Statistical sheets showing data reflecting STD dynamicsin Armenia 1994-1997 (supplied by STD Center).
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Armenia Azerbaijan Georgia
HIV/AIDS (per 100,000) 63* Unknown 800/26

TB (per 100,000) 3.49 Unknown 105-178

2 STD Center, Statistical sheets showing data reflecting STD dynamics in Armenia 1994-1997 (supplied by STD
Center).
®MOH, Annual Statistics Report for Armenia (Russian) for 1996 and 1997 (supplied by MOH/HIS Center).

3.11.1 Chronic Disecase

Over time, as the three republics “ conquer” the communicable disease challenge, they can begin to
tackle the specter of chronic diseases by targeting IEC to harmful lifestyle practices in their many
forms—high-fat diet and obesity, sedentary work and inadequate exercise, high levels of stress,
smoking, and excessive acohol consumption. Increasingly, reform activities in the future will need
to address directly the causes of the growing incidence of cardiovascular disease and cancers, which
even now are the leading cause of morbidity and mortality in the Caucasus nations.

3.12 Four System |Issues

Undergirding the proposed public hedlth initiatives and movement toward enhanced reliance on
primary care are four fundamental systems issues—hedth information systems, management
competencies, quality of care, and pharmaceutical systems. Without changes in these systems, the
broader initiatives will not be sustainable.

3121 Health Information Systems (HIS)

One of the fundamental weaknesses affecting the health systems of the Caucasus republicsisthe gap
ininformation that existsregarding the populations’ health status, emerging health problems, service
needs, and supply. To the extent that deficiencies exist in these areas, public policy and public
expenditures in health are made in ignorance. Stressed over and over in the team’ s discussions with
policy makers, NGOs, and providers was the inadequacy of hedth-related data for effective,
informed, and efficient decison making. Case definitions have been applied incons stently and case
reporting still istoo often incomplete. Central collectors of datatoo seldom have shared information
effectively either upward to decision makers or downward to subnational implementors.

Given that communicable diseases know no borders, regional information systems will aso be of
paramount importance beyond the need for improvement at the national and subnational levels.
Knowledge about malarious mosquitoes, asymptomatic but HIV-infected migrating workers, and
formerly jailed prisoners subject to interrupted TB treatment will of necessity affect both individual
countries and theregion. In effortsfacilitated by the CDC and WHO, great strides have been made
inHIS, especialy in Armenia and more recently in Georgia, with demonstration of some embryonic
interest in data sharing through aregional Internet-based system. Efforts have been slow in reaching
the implementation stage, but amomentum that may serve Ministries of Health and regional planners
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has emerged. Health statistics in Azerbaijan remain at worst absent and at best uncertain largely
because the HIS, if not most of the health sector, suffersfrom the MOH’ slow priority rating and has
not been effectively implemented; instead, the HIS relies on fragmented efforts, narrowly focused
surveys, and limited statistics, with limited generalizability provided by NGOs.

At the regional level, health reform must increase the capacity of the information system for

. surveillance of both infectious diseases and chronic noninfectious disorders,
. monitoring the utilization of health services; and
. quality of care through measurable improvements in process and outcomes.

To ensurethat principles of public health continue to guide health sector reform into the future, it will
be necessary to institutionalize and expand education and training of providersin both public health
principlesand practices, with an emphasi s on epidemiol ogy and health servicesresearch. In Armenia,
for example, support of the American University of Armenia and its Center for Health Services
Research—through the institutions' respective MPH program and research capacity—would help
ensure the continued operation of desired principles and practices. The center may aso be able to
facilitate training in effective health information communication, including graphic displays of data,
publication of concise and timely health bulletins, and skills development in communicating to
decision makers, the press, and the mass media.

Where feasible and appropriate, a forward-thinking HIS will facilitate information sharing in the
Caucasus such that nationa neighbors may benefit from cross-border strategies to improve
surveillance and control of infectious diseases (e.g., tuberculosis, HIV/AIDS, STDs) and
environmental health hazards. In Armenia, leaders could consider support for the activities of the
Y erevan-based National Health and Analytical Information Center (ANHAIC), whichislodgedwithin
the Ministry of Health. The center is headed by a dynamic leader who is interested in an exchange
within the Caucasus and is committed to HIS. Among the three Caucasus republics, ANHAIC isthe
most technologically advanced ingtitution of itstype and is already disseminating bulletins on health
statistics for use by NGOs and UNICEF in Armenia. Opportunities exist within the NIS for “cross-
fertilization” of best practices, in particular for those intensive demonstration sites (IDS) where the
HISisoriented to monitoring and eva uating primary health care and where service delivery statistics
demonstrate that interventions and improvements have boosted services and satisfaction in the
catchment area and possibly beyond.

3.12.2 Management

In every setting visited by the team, the needsand local desiresfor management training were evident.
Management training is essential if health facilities expect to put into place standards and guidelines,
if they seek to improve quality of care, and if they aim to integrate financial and health information
systemsfor rational alocation of human and material resources. Simple management elements such
asjob descriptions, reporting rel ationships, time management (and time sheets), supervisory skillsthat
support rather than punish, and effective all ocation of personnel appear nonexistent. Theteam visited
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arange of hospitals, outpatient clinics, and ambulatoriesin al three republics and consistently found
them lacking in management and clinical competency. Thisis not to demean the staff who persevere
to serve patients and desire outside training and support. However, the surplus of providers, hospital
beds, and nonproductive hours reflects the absence of effective management and oversight. As
evidenced by the health statistics, there is no paucity of patient needs, but the public perceives that
health facilities have little to offer other than underemployed staff looking for a salary supplement.
It is a sad commentary on a crumbling system.**

3.12.3 Quality

Throughout the Caucasus, quality of careissues abound, including tense patient-doctor relationships,
alack of trust in diagnosis and treatment, and patient skepticism about physicians' profit motive and
lack of accountability. Patient dissatisfaction increases with every misdiagnosis and every failed
treatment plan. Despite excess numbersof doctorsand facilities, the health care system doesnot have
the capacity to respond to priority health needs.

Asfor quality of clinical care, improved management can also result in standardized care or at |east
ademand for consistent and up-to-date clinical practice. Little evidence-based medicineis practiced,
although that may start to change in cases where outside support from U.S.- and Western European-
based institutions has been forthcoming. Yerevan's Erebouni Hospital has instituted a nursing
program in partnership with the University of Southern Californiathat attemptsto raise the standard
of nursing care in the in-patient setting as well asin some community clinics. To some degree, the
concept of Centers of Excellence has taken root in Georgia through the Atlanta-Thilisi partnership
exchange, although costs are high compared to basic public healthinitiativesthat do not require major
technology importation.

A prime example of management capability achieved cost effectively isthe Y erevan-based Armenian
Family Health Association, an indigenous NGO committed to family and reproductive health. It
delivers excellent services to both the paying and nonpaying public. By coupling IEC with service
provision, the NGO has created great public demand that occasionally exceeds its capacity. The
association has created a portfolio of activities that combines health promotion and curative services
for adiverse population of needy and capable patients. Inaddition, it has demonstrated sustainability
and shown itself to be state-of -the-art and cross-cutting in service activities. Theimpressive feature
isthelevel of community involvement, even among adolescentsand parents. Community involvement
speaks to likely sustainabilty and urges continued if not increased funding support with an eye to
replicating this type of indigenous activity within the region where appropriate. Further, such NGO
involvement demonstratesalevel of democratization asindividuals recognize that they not only have

1 Anecdotally, the only “fully occupied” and inadequately staffed health facility visited by the team was an impoverished mental
hospital in South Ossetia. It was housed in one of the most decayed physica plants any member of the Assessment Team had ever
seen anywherein theworld. It stood in striking contrast to the local 600-bed city hospital whose only activities were caring for two
pediatric patients and performing a few surgeries with rudimentary equipment; total staff numbered 595. In neighboring Georgia,
a55-bed hospital had halls of empty wards, one pediatric patient, and two newborns“lying in” with their mothers; staff had ample
time to chat with the team.
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health choices but aso can have voicein their health care. The Y erevan example clearly shows how
patient rights and responsibilities can be awin-win for providers and patients alike.

Linked to the above quality-of-care issues are opportunities for measurement and improvement in
process and outcomes. As HIS and financiad management systems evolve to become more
sophisticated, the ability to measure and benchmark the performance of health facilities and,
potentialy, even individual providers becomesfeasible. Already, the Armenian National Health and
Anaytica Information Center (ANHAIC) is carrying out some comparative profiling in infectious
diseases through its EPI-MAP system. In combination with the health indicators devised by
WHO/CDC workshop participantsin Georgia, such asystem could, with some adaptations, highlight
areas of strengths and weaknesses on a regional or national basis as a first step in profiling health
service delivery. The American University of Armenia s Center for Health Services Research isone
example of an institution well placed to assist with methodological issues.

Growing interest in quality of carerequires strategies at the central level that coordinate and facilitate
training in both management and public health skills and attitudes to ensure that decision making is
informed, reflects current domestic concerns and trends, maintains a customer orientation, and
enhances/promotes health prevention initiatives. Reform plans should consider the need for training
in quality improvement by focusing on team building and team problem solving; plan-do-check-act
approaches to service delivery; evidence-based medicine and standardization of practices;, and
development and implementation of process and outcome indicators to measure and manage
activities. Moreover, leadersmay want to consider future activitiesthat include provider performance
profiling, customer satisfaction surveys, and provider incentivesfor meeting or exceeding targetsand
innovation in care.

Quality-of-care efforts require support of service delivery pointsthat actively solicit patient feedback
and provide a mechanism for appeals stemming from dissatisfaction and the equitabl e resol ution of
patient concerns. Leaders need to encourage feedback featureswherethey do not presently exist and
to facilitate the promotion and dissemination of information about patient rights and responsibilities
in both ambulatory and in-patient settings.

Onecharacteristic of quality improvement (QI) (as contrasted to quality control or quality assurance)
isthat it seeks out best practicesin the domain of managerial and medical activities, with thethreefold
am of bringing them to regional and national attention; replicating them, with local adaptation, when
necessary; and rewarding for excellencein serviceto the public. To someextent, QI can befurthered
by seeking out opportunitieswithinthe NISfor cross-fertilization of best practices, particularly those
intensive demonstration sites (IDS) where a focus on primary health care, market reform, local
governance, and customer orientation have led to proactive providers and satisfied, if not loyal, end-
users of health and managerial services. Especialy relevant would be IDSs where new job creation,
competition for patient enrollment, patient participation, and conversion of datainto information have
boosted services and satisfaction in the catchment area and possibly beyond.

3.12.4 Pharmaceuticals



Pharmaceutical systems form the backbone of sound clinical treatment. With privatization of
pharmaciesin the Caucasus, however, a certain degree of unregulated practice occurs, alowing for
mismanagement or no management of certain infectious diseases. Theresult ismanifested in limited
choices of medications; improper duration or dosing intervals; polypharmacy; multidrug resistance
of organisms, especidly for TB and STDs; and dilemmas associated with donations of expired or
short-lifedrugsandillegal importations. Regulatory bodiesand legidation have only partly addressed
these problems. The combination of limited domestic production and scarce foreign currency for
purchase of imports exacerbates the continuing shortage of affordable drugs and vaccines, leading
to an undesirable continuing reliance on humanitarian import assistance. All have faced problems
with pharmaceutical licensing, registration, and quality controls; excessive numbers of drugs with
guestionable safety and effectiveness; and rationa prescribing and dispensing of drugs. These
conditions have contributed to increased antimicrobial resistance to antibiotics.

In Armenia and Georgia, WHO, with support from the UK Know-How Fund, has supported
activities in the development of an essential drug list; development of a nationa drug policy;
formulary development; and good prescribing practices. Azerbaijan is undertaking similar activities
through the UNICEF-supported Kuba demonstration. Armenia is pilot testing its list in some
hospitals.

In Azerbaijan, the pharmaceutical procurement and distribution system is substantially more chaotic;
sample surveysindicate ahigh degree of dissatisfaction, significant gapsin availability, and numerous
obstacles in procuring needed drugs for use by individuals. For example,

Azerbaijan survey: Are the most often used drugs available in the local pharmacy?

Total (percent) Cities (percent) | Villages (percent)
Always 28
Sometimes 28 %0 40
Never 44 10 60
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40 COUNTRY PAPERS

4.1 Armenia
4.1.1 Socioeconomic and Political Context

Armenia, with apopul ation estimated to be aslarge as 3,785,000, is nearly surrounded on two sides
by neighbors with a history of hostility: Azerbaijan and Turkey. Relations with Georgia, Iran, and
Russia continue to be healthy, asreflected in economic and political collaboration. Despite historical
antagonism, cross-border trade between adjacent regions of Turkey and Armenia continues, with
open encouragement by the central and political leadership of both countries since early 1996.

Armeniaisin the midst of transition from a Soviet-style, command economy to a democratic society
with amarket economy. Despite political stability and acceptable progressin economic stabilization
and market reform, lingering political problems over Nagorno-Karabakh continue to undermine
economic recovery. At the purely technical level, limited communication and unpublicized
information exchanges with Azerbaijan's health authorities seem to be acceptable to the Armenian
MOH, as signified by recent high-level discussions between the two Ministers of Health during a
gathering of CIS hedlth officials.

Armeniaismorethan halfway through its second Structural Adjustment Credit from the International
Monetary Fund. In 1997, the GDP grew for the third year in arow to approximately $1.585 hillion,
or about $530 per capita. The rate of growth was approximately 3.2 percent in 1997 following a
growth rate of approximately 6.3 percent in 1996. While tax collections continue to be limited by
administrative difficulties, revenue generation has been higher than expected (suggesting better
enforcement and collection of arrearages) and government expenditures have remained low.

Mixed with these positive signs are suggestions of renewed problemswith monetary and fiscal policy.
Hyperinflation, brought under control at 5.4 percent in 1996, inched back up to approximately 22
percent during 1997 and the first quarter of 1998. Industrial output continues to decline, and the
economy remains dependent on foreign economic assistance. In fact, foreign donors financed an
estimated 40 percent of the 1997 state budget. Even though the government haseliminated all arrears
in the health sector (including salaries), civil service reform and reductions in government payrolls
have been slower to take root than anticipated.

4111 Privatization and I nvestment
Though the privatization of large and medium-sized enterprises has proceeded more slowly than

planned (about 65 percent to date), approximately 85 percent of small enterprises have been
privatized. In 1997, the private sector produced an estimated 65 percent of GDP. Nearly all

2 Popul ation estimates range from 3.3 million to 3.4 million (USAID) to 3.7 million owing to the unknown scope of economic and
Nagorno-Karabach conflict migration and the lack of arecent census.
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agricultura land has been privatized, though a lack of an effective land titling system and market
continue to constrain land sales.

Despite apersistent trade deficit, Armeniamaintains aliberal trade regime without the imposition of
foreign exchange controls. Itspoliciesare generally favorableto foreign investment, but few foreign
firms are keen to invest in Armenia. Given faster growth in other countries and the possibility of
being cut off from bustling Azerbaijan and Turkey, foreign firms look elsewhere for investment
opportunities. If theregional conflicts were to be resolved, Armenia could expect more investment
and income from increased communications and transportation as well as revenues from oil and gas
pipelines.

411.2 Social Summary

Until the recent eectionsin Armenia, asingle government had enjoyed control since independence.
The new government, elected in part because the earlier regime had been portrayed as “soft”
regarding resolution of the Nagarno-Karabakh conflict, continues a commitment to both popular
participation and aleviation of the economic burdens borne by the public. One of the new
government’s early acts wasto recognize the legitimacy of the Dashnak party. In agesture toward
the Armenian diaspora, Armenia passed a dual citizenship law that permits the diasporato secure
Armenian citizenship while retaining their current non-Armenian nationality.

Giventhe*no peace, nowar” residue of the Nagorno-Karabakh conflict, continued military readiness
represents a constant drain on Armenia s financial resources. Resettlement of Armenian groupsto
occupied territories in and around Nagorno-Karabakh continues to gain momentum while no fina
resolution of the stalemated conflict is in sight. Shortly after the Assessment Team'’s visit, the
government threatened to absorb Nagorno-Karabakh officially into Armenia, exacerbating ongoing
tensions with Azerbaijan.

The new government is upholding the country’ s commitments to international lending agencies such
as the IMF and the World Bank, both of which helped Armenia achieve dramatic though recently
dowing economic gains over the last few years. Armenia has realized substantial improvements,
especialy in the agricultural and energy sectors. In major cities, electricity is available amost
constantly, and gas service has been largely restored.

Health and other social indicators till reflect an adequate standard of living. The literacy rate is
nearly 100 percent and official child mortality rates are comparable to those of many Western
countries. Nevertheless, Armenia’ s GDP has dropped by an estimated 60 percent between 1989 and
1997, making its per capita GDP among the lowest in the NIS. Income levels are estimated to be
only 40 percent of pretransition levels. The quality of life for many people has deteriorated markedly
since independence largely as aresult of the collapse in real wages, which in turn was compounded
by the reduction in subsidies and social services. Enrollment in higher education institutions has
declined dramatically. Onein four personsisunemployed. Multiple surveys agree that the number
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and proportion of poor and deprived people has soared. Birth rates have dropped and an estimated
700,000 people emigrated from Armenia during the last five years.

Both the Armenian diaspora and the international community continue to support improvementsin
the provision of care for and maintenance of vulnerable groups. As for the general population,
however, a lack of resources coupled with limited ability to consolidate progress made to date
prevents most Armenians from realizing the benefits of reform and the restructuring process—even
amid a political climate that supports reform of the socia service and welfare sector. Overal, the
genera publicisignorant of the benefits, rights, or responsibilities associated with the health reform
process. Inthe near future, though, accessto digestible information on health reform will be pivotal
to motivating health consumers and health providers both to take advantage of stated benefits and
to voice their concerns publicly.

4.1.2 Health

Statistics in a 1997 report issued by the World Bank indicate declining life expectancy for the
Caucasus region in general and an increasing burden of disease for Armenia s population.

Life expectancy (in years)

1993 Men 67.9 Women 74.4
1985 Men 69.8 Women 75.78

Despite adeclinein adult health statusin Armeniasincethe 1980s, the overall death rate hasremained
steady over the last few years. The declinein adult health is especialy noticeable in comparison with
the continuous improvements enjoyed by Organization of Economic Cooperative Development
(OECD) countries. In addition, the downward trend in birth rates likely contributes to the officia
Armenian pronatalist attitude.

Armenia continues to suffer from economic breakdown, refugee strain, earthquake damage, trade
blockage, limited central heat, intermittent water supply, poor hygiene, and ongoing stress. Although
extensive humanitarian support by international organizations, NGOs, and the diaspora has helped
prevent major decline, many of the health problems plaguing the country are rooted in poverty,
including TB, waterborneinfectiousdiseases, respiratory diseases, and vaccine-preventabl e diseases.
In such situations, infectious diseases could run rampant, but effective cooperation among aid
sources, NGOs, and the MOH has, for example, addressed the transitional gap in vaccine coverage.
Nevertheless, alack of infrastructure, inadequate equipment, and a shortage of trained staff have
weakened Armenia’ s capacity to respond to public health crises. The burden of private spending falls
on the sick, who are more likely to be in the low-income category. The Minister of Health indicated
that Armenia currently allocates 1.7 percent of GNP to health. His best guess was that to cover the

13 E. Gomart, Report on Social Assessment in the Health Sector, AUA.
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population’s needs adequately, Armenia should allocate 10.3 percent of GNP. The latter figure,
which is approximately equivaent to Canadian spending on health care and 50 percent higher than
British spending on health care, reflects the troubled state of the country’s economy.

The 1997 state budget was approximately $256 million, of which $25.5 million or 10 percent was
alocated to the Ministry of Health, with an additional $1.2 million alocated to the sanitary-
epidemiologic account. But these figures, significantly below $10 per capita, represent allocations
rather than actual disbursements, which have run at a considerably lower level in recent years.

Hedlth care in Armeniais currently undergoing severa magor shifts—supported in mgjor part by the
World Bank: from emergency conditions to a focus on system rehabilitation and development
activities, and from Soviet-style vertical, specialist-provided curative care to an increasing emphasis
on preventive and primary health care. 1n addition, Armeniahas demonstrated the potential for anew
commitment among all participants to health-related collaboration, information sharing, and public
participation and dissemination.*

4121 Reform

In the health sector, several organizational and legidative changes point to favorable advances in
reform, including decentralization of manageria authority to the regions (Marzes) and the initiation
of second-generation reformsin health carefinancing.®> NGOs, many of which developed in response
to the 1988 earthquake and the ongoing Nagorno-Karabakh humanitarian crises, are now interested
in a role in longer-term development. Indeed, the government’s supportive attitude toward
community action, citizen participation, and private sector activities provides NGOs with an
unparalleled opportunity.

Asin Georgia, where health policy reform has asomewhat longer history, senior-level officialsinthe
Armenian government and MOH are publicly committed to implementing health sector reform. They
are also cognizant of the need to provide better, more efficient services that respond to people’s
needs. Notwithstanding the difficulty of access to and availability of health care for the average
citizen in Armenia, the MOH has been willing to bear the onus that often accompanies change.
Accordingly, it is spearheading

. the adoption of targeted entitlement to subsidized health care rather than unaffordable
continuation of free care for al. In general and in theory, eigibility extends to al children
while subsidized coverage of adults is need-based;

14 Under the Soviet system, “knowledge was power” and little was shared with the public. Thisis a primary reason why |EC on
anything from information on the Armenian Basic Benefits Insurance package to dispelling “old wives tales’ regarding health
presents such important opportunities for change. With better knowledge about health, consumers will come to providers better
informed and more empowered to engage providers and the health system in satisfying their needs.

B Thefirst generation of reformwasmore defacto than dejure, asthevirtual collapsein government resourcesled to overt provider
charges and direct patient payment in place of the officially free services provided in the FSU.
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. radical devolution of the chain of operating authority from the central to theregional and local
government levels;

. the adoption of abasic benefits package of subsidized services on anondiscriminatory basis;

. apublicly declared commitment to both increasing patient/consumer control over individual
health decisionsand promoting individual responsibility and choicein seeking health care; and

. reaffirmation of prioritiesto refine health carefinancing, improve health information systems,
enhance the quality of health care, and ensure access for vulnerable groups.

Positivethough these effortsarelikely to prove over time, afundamental problemisthelack of public
and provider awareness or understanding of public health reform. While the following was written
to describe conditions in Georgiain mid-1997, its applicability to Armenia—and Georgia—is till
timely.

Lack of information and education about health reform exists throughout the health system
and the society in general and has led to misunderstanding and mistrust. While government
has a clear understanding of reform, deputy ministers do not understand the myriad of issues
facing providers, the private sector and, most importantly, consumers. Providersunderstand
the issues facing consumers, but do not understand the vision of reform or the financia
constraintsof theMOH. Becausetheir futureistied to reform, the private sector understands
both the concept of health reform and the work that is done by the MOH. They, however,
migudge the ability of consumers to pay for services and seem detached from the problems
that are facing many in the system. Finally, and because they have focused on community
level aid programs, devel opment agencies appear to be perplexed by therecent incentivesthat
have been implemented in reform and question the government commitment to community
development and access to care.*

4122 Administrative Structure and Responsibilities

A year ago, the administrative organization of the Armenian health care system was restructured to
decentralize operational authority. The effort introduced major changes with regard to roles and
responsibilities of the various levels of government, including funding and budgeting. The MOH,
representing the central government, isfocusing on policy formulation and devel opment by defining
population-based priorities; drafting laws and regulations; defining health care standards and
necessary health statistics; building a licensure and accreditation system initially focused on
pharmacies, virtually all of which are now privatized; and planning for systemwide human resource
needs. The MOH is aso the responsible central body for defining elements in the basic benefits
package (BBP) and recommending levels of national government resources to be devoted to health.

16 Catherine Silansky, “ Perceptions of Health Reform: A Qualitative Stakeholder Analysis of the Progress of Health Reform in
Georgia,” The World Bank Project Coordination Unit—Georgia Health Project, June 1997.
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A number of the elements in the BBP are being brought together under the State Health Agency
(SHA), which was still undergoing establishment during the Assessment Team'’ sfield work but will
ultimately become afreestanding parastatal insurance/financing agent with obligatory participation.*’
The SHA is seen as the main component through which to accomplish necessary regulation of state
health financing programs. When operational, it will contract with, make payments to, and monitor
the quality of public and private health care providers. Theintent isto devise acapitation system for
primary care and to pay for other care on the basis of services and outcomes. The SHA will not be
obligated to contract for services with al providers; provider quality and efficiency are anticipated
to be important contract criteria. If the SHA has wide-ranging responsibilities, its proposed work
agendais equally ambitious. By January 1, 1999, it isto be up and running on a pilot basis with 35
medical care facilities—having within one year developed legidation, recruited and trained a work
force at both the centra and Marz levels, put in place a payment system, recruited and signed
contracts with providers, and defined and implemented a Basic Benefits Package. The goal isto be
fully operational in 2000.

While the SHA is still in the process of evolving, reform in training and supply of physicians and
nurses is well underway. Armenia, like other NIS countries, has an excess of doctors and nurses
(42.2 physicians and 107 nurses per 10,000 population). In 1992, the Armenian State Medical
University reduced admissions from 1,400 to 300 per year; in 1994, mgor training curriculachanges
were made to enhance students' medical competence. Physician training outside the state medical
university will be permitted, but the number of training sots will be limited in line with nationa
targets. A licensure examination likely will be required. 1n 1996, reform of nurse training was
adopted by law, with the period of basic nurse training extended from two to three years.

At the regiona level, legidation has given 11 Marzes responsibility for organizing the activities of
health care facilities, including their construction, maintenance, and utilization; hygienic and
epidemiological surveillance; health datacollectionfromall facilities—public and private—withinthe
region; monitoring to ensure that health care targets are met; and coordination of intercommunity
health activities. The Marzes also have responsibilities with regard to raising funds and developing
regiona health budgets.

It isthe responsibility of 930 community- or “Hamaink-"8 level entitiesto overseelocal health care
establishments and organizations; assess and evaluate local health care needs; collect statistics to
support local, Marz, and national health information needs; and ensure that national and Marz health
care targets and goals are met at the local level. The Hamainks aso have responsibility for planning
local health budgets and raising necessary funds.

Both Marzesand Hamainks are experiencing great difficulty in balancing their budgets. Furthermore,
they are unable to meet fixed costs. After salaries are paid, the remaining funds are inadequate to

17 The SHA’ smanagerial board will include representatives from the Ministries of Health, Social Security, Finance, and Economics,
the Y erevan municipality, and, on an annual rotation, representatives from two Marz health departments.

8 Hamainks are heterogeneous—many are rural, others highly urban; hamaink populations range from approximately 500 to
200,000.
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meet other costs, e.g., for eectrica bills, which have risen dramatically since independence. The
regions carry unpaid bills as outstanding debts. Marzes and Hamainks operate with little concept of
planning and face facilities with no history of or incentives for economy. The team visited severa
hospitals where staff |eft taps running and opened windows rather than turning down the heat.

41.2.3 Access

In general, physical access to some type of medical care is adequate, though the deteriorating
conditions of the health system make accessto rural care problematic in some places. In winter, the
population of some rural mountain villages are temporarily unable to gain access to health care
facilities due to snow. Many higher-level care sources, which often offer better-quality care and
medicines, are clustered in urban areas, especially the capital.

Limited geographically by administrative catchment areas, people do not have achoice of polyclinic.
Doctors may refuse to see patients who patronize facilities other than their assigned polyclinic, or
they may charge a fee because out-of-area patients are considered nonregistered.

One study showed that villagers reported living within a 30-minute walk of an FAP or a 30-minute
drive of ether a polyclinic or district hospital. Nonetheless, villagers noted problems with
transportation costs, closed facilities, unqualified medica staff, or lack of equipment/essential
medicines. A household survey concluded that “proximity [to health care facilities] isnot as much
of aproblem ascost.” An ECHO-coordinated study conducted in May 1996 found that 24 percent
of households with an ill member had no access to medical care due to inability to pay. The 1996
World Bank Social Assessment concurred that “39.7 percent of persons who were ill chose not to
seek treatment because they could not afford it.”

Although private practiceis permissible, it isdifficult to determine what percentage of the population
isserved by private practitionersor if that serviceis subject to the same quality issues as public health
care.

4.1.2.4 Phar maceuticals
Asof February 1998, WHO reports the improved availability of alimited range of essential drugs.™

However, affordability remainsacentral obstacle because of underfinanced hospitalsthat are plagued
by inadequate supplies and the shifting of costs to patients.

% As compared to the program initiated in 1994. See Armenia Emergency Pharmaceutical Assistance Project, Final Evaluation,
February 1996.

2 Other improvements in pharmaceutical issues include anew drug policy law that was to be adopted at the end of 1997 but may
still be under consideration. In addition, a committee reviewed the national essential drugslist. A World Bank survey of the
hospital sector, coordinated with WHO, was to start in early 1998 and included plans for reshaping hospital pharmacies through
pilots. A nationa drug formulary was printed in August 1997 and distributed to all health facilities and authorities.
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In accordance with a June 1997 decision of the government of Armenia, patients must pay in full for
treatment in hospitals except in certain emergency cases. As aresult, hospitals are experiencing a
decline in patient load and a shortfall in drugs. The MOH isto use a new drug price monitoring
system established in June 1997 for the purpose of regulating prices and developing a drug
reilmbursement system. Contacts have been established between the Armenian and Georgian MOHSs
to exchange information on price levels and developments.

On a positive note, in September 1997 Armenia hosted the first multicountry meeting on the
development of guidelinesfor good pharmacy practice.” Oneoutcomeisthat community pharmacies
no longer stock expired drugs, athough irrelevant donations mean that some expired drugs are still
to befound in hospitals. The MOH has adopted and isimplementing guidelines for donations. The
guidelines should help overcome past patterns of political pressures brought to bear both to exclude
some proposed donations of desired drugs and to secure entry of short-dated or unnecessary drugs.

The percentage of legally imported drugs seems to be increasing, but it is difficult to cite a specific
figure. MOH collaboration with customs agents has led to significant improvement in the level of
legal importation such that the percentage of unregistered drugs on the market decreased from 60
percent in 1993 to 10 percent in 1997. Limited domestic production exacerbates the continuous
shortage of affordable drugs and vaccines, thereby leading to increasing reliance on humanitarian
import assistance.?

4.1.2.5 Percelved Quality

Despite an excess number of doctors and facilities, the health care system does not have the capacity
to respond to priority health needs. Quality-of-care issues persist and sometimes reflect patient
skepticism about physicians' profit motive. The result is patients' lack of trust in diagnoses and
treatments.

AnAUA study (1996) demonstrated adeclinein polyclinic utilization. Patients perceivefew tangible
benefits*® and, with limited resources, object to payment requirements. Referrals are no longer a
prerequisite to gain access to specialists (i.e., patients are able to circumvent the gatekeeper). The
hedlth care delivery system as a whole is characterized by short working hours and significant
physician absenteeism.

The specter of additional feesdiscourages patient follow-up visits. Inaddition, self-referralsmay lead
to frustration as patients experience difficulty in navigating the health system in search of the health

2 A working group was formed to continue the work and to select the pilot pharmacies.

2 Clearly, it does not make financia sense for Armenia—or the other two Caucasus republics—to seek to establish a broad
pharmaceutical sector capacity. On the other hand, importation of expensive foreign drugs (even if they are cheaper than domestic
production) has important balance of payments’ implications.

2 Benefits such as drugs, services, or diagnostic equipment.
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carethey need. Choice of practitioner is“influenced by aninformal network of referral” made up of
friends, acquaintances, and family. The network isin part adefense mechanism that prevents patients
from getting lost in the system between referrals. People resort to multiple sources of health
consultation out of their mistrust in physiciansand lack of confidencein the accuracy of medical tests.

At al hedth facilities, the need for supervision, management training, and performance-based
competency examinations remains great. Fulfillment of these needs would help facilitate physician
accountability among professional peers, supervisors, and health consumers.

4.1.2.6 Health Information Systems

The Armenian National Health and Analytical Information Center (ANHAIC) in Y erevan, created
in 1996, is responsible for implementing the national project on HIS for the period 1996—2000. It
has received support from WHO since 1996 and from the CDC between 1992 and 1996, at which
time the USAID/CDC PASA concluded. Its seven departments (health statistics, computer
technol ogies and communications, monitoring, publications, specia studies, training, and evaluation
and progress) appear to be well developed to meet Armenian demands. The center has both EPI-
INFO and EPI-MAP capabilities, which staff demonstrated to the team during a site visit.

Onetangible piece of evidence asto ANHAIC' s productivity isthe publication and dissemination of
periodic bulletins covering infectious diseases, complications of diabetes, abortion rates, earthquake
health impact, and national economic statistics. The bulletins, requested by NGOs and UNICEF,
contain graphic datadisplays. UNICEF indicated awillingness to pay for the bulletin to help ensure
its sustainability. Evidence of successful HIS functions came with the 1997 outbreak investigation
of malaria where there were 166 cases per 100,000 population and, in some areas, rates as high as
456 per 100,000

Computers and fax machines have been installed in some of the 11 regional health information service
centers to expedite data collection and analysis. Data entry forms have been developed and appear
to bein use. Even though the center isgenerating datafor the country, datavalidity and completeness
sill need refinement. In addition, data flow and data sharing between the SES and services
management at the Marz and local levels need to be assessed and strengthened.

Futureactivitiesfor the Armenian National Health and Analytical |nformation Center (ANHAIC) will
focus on essential health indicators, case definitions, a mechanism for inclusion of case-based data
within ahealth monitoring system, review of actual clinical activities (such asdiagnosis, management,
and documentation), and further training, computer installation, and clear definition by an expert
working group of public health and services management functions at the rayon and regional levels.
The Sanitary Epidemiologic Service has no experience and capacity to implement cost-effective
primary and secondary prevention measures for noncommunicable disease.

4.1.3 Priority Health Problems



Armenia srecent crude mortality rate was 6.6 per 1,000. Theoveral death rate hasremained steady
at approximately 6.5 percent over thelast few years. Theleading cause of mortality iscardiovascular
disease (CVD) and ischemic heart disease at 350 and 225 deaths per 100,000, respectively. Health
providers have seen a slow increase; over the decade 1986 to 1996, the mortality rate for CVD
increased by 27 percent. Among all the remaining non—CV D and noninfectious di sease causes of 1996
mortality, cancer®* and cerebrovascular accidents followed at 97.6 and 94, respectively. Motor
vehicle accidents and intoxications were tallied at 41; infectious diseases at 8.45; and TB at 3.49.

Asfor morbidity data, when hypertension is included in health statistics on CVD, the official 1996
statistics show the leading cause of morbidity was CVD and hypertension at 5,344 per 100,000,
followed by psychiatric and central nervous system disorders (2,690), diabetes (1,306), infectious
diseases (1,506), and cancer morbidity (1,025).

CVD and traumaarelarge contributorsto disability among Armenians. Malesaccount for 59 percent
of the disability adjusted life years (DALY s) lost; of these, 54 percent were age 15 to 59, the most
productive years of life. In 1995, CVD accounted for 36 percent of the death DALY slisted for all
Armenians and for 43 percent of the death DALY sfor Armenian women. Asfor disability adjusted
life years, trauma accounted for 21 percent among men and 14 percent among women. 1n 1993, 89
percent of public funds were spent on hospital services and only 2 percent on out-patient services.

4.1.3.1 Smoking

At least 43 percent of al Armenians smoke; men represent 70 to 72 percent of smokerswhile women
account for 28 percent.”® The large majority (90 percent) of males age 12 and older smoke. One-
fourth of teens smoke; boys begin at 16 years, females by age 21. One-fifth begin before age ten,
with most beginning at ten to 12 years. Tobacco consumption drains a significant portion of family
income. One cigarette pack per day costs 6,000 drams per month, exceeding the average monthly
sdary for many types of employees. Other studies show even higher percentages of smoking: 57
percent of boys and 21 percent of girls age 14 to 16. Given that smoking is amgor risk factor for
cardiovascular disease and cancer, this behavior isamajor public health concern.

4.1.3.2 Tuberculosis
Since the 1980s, TB has doubled, with as many as 1,000 new cases per year and 180 deaths now

reported annually. The proportion of people who die from TB (cause-specific mortality) in the same
year as diagnosis increased by 70 percent from 1994 (15 percent) to 1996 (26 percent) largely

2 Asin many countriesin transition, newly diagnosed cancer ison therise. Trend analysis from 1970 through 1996 points out a
gradual increase from 109.6 cases per 100,000 population to 126.1, with asharp drop inthe early 1990s. Detection biasand decline
in service correspond to Armenia s political upheavals and may account for the drop earlier in the decade. The 1996 morbidity
among females per 100,000 was as follows. female organ cancers at 113.9; breast cancers at 29.7; cervical cancer at 11; pelvic
inflammatory disease at 190; and complications of pregnancy, labor, and delivery and the postnatal period at 1,236. In contrast,
tuberculosiswas at 12.3.

% K nowledge, Attitudes and Practices Regarding Smoking in Adolescentsin Armenia: National Anti-Smoking Program. Basdline
Data Collection, Anahit F. Ghazanchyan, MD, MPH, Y erevan, 1997.
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Sexually Transmitted Diseases, Armenia 1991-1996 (per 100,000 population)
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because of late diagnosis and the spread of multidrug resistance. Of al TB cases, 12 percent are
among children—twice the U.S. rate. Asin al three countries of the Caucasus, tuberculosis by
general report is on the rise.

4.1.3.3 Sexually Transmitted Diseases (STDs) and HIV/AIDS

Many factors contributeto theincreasein STDsand HIV/AIDSin Armenia. Massive unemployment
and the search for work outside the country have led to considerable mobility in and out of Armenia
and theregion. Trucking routesto Iran and travel to Russia and other parts of the FSU have meant
increased exposure to STDs, including HIV. One-third of the HIV cases gave a history of travel;
one-third are prisoners and military men. In addition to sexua transmission, intravenous drug useis
an important contributor. Drug use in general rose thirty-fold between 1993 and 1997.

As Armeniamobilizes its population to rebuild its economy, it must necessarily entrust its future to
itsyoung people, who comprise the most economically productive sector of the population. But with
HIV/AIDS incidence highest among the young (mean profile is a 30-year old male), Armeniafaces
aloss of productive years of life—and it can hardly afford to squander its human resources. Based
on existing Georgian cases of HIV/AIDS, WHO staff for Georgiaproject 16,000 casesof HIV inthe

% However, the government data sources do not reflect such atrend; in fact, officia statistics state the opposite. TB trends from
1970 to 1996 indicate a decrease from 39 new cases per 100,000 in 1970 to 24 in 1996. Prevalencein 1970 was 177 per 100,000;
in 1996, it was 98 per 100,000.
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year 2000 and 200,000 cases by 2010.>” Similar projections for Armenia reveal the urgency of
prevention activities for that country.?

The National AIDS Bulletin for 1996-1997 pointed up the lack of public awareness of HIV/AIDS
within Armenia.  Moreover, with only three testing centers in Yerevan, limited reagents, and
inconsistent availability of other laboratory supplies, HIV testing isconfined to asel ect subpopulation.
Lack of access to testing outside Y erevan suggests major underdetection and underestimation of
HIV/AIDS. Of the 54 casesin 1996-1997, only 22 percent were detected from voluntary walk-in
testing. Littleinformation is disseminated to the public about the services provided by the Armenian
Republican Center of Dermatology and STDs. Lack of space, training, and materias at the center
further limit pre- and posttest counseling. Although HIV testing is not readily accessible for most
people, treatment for HIV/AIDSIlikely never will be. Thekey to preventing HIV/AIDS from gaining
more of afoothold isto prevent its spread, an effort that would require a massive infusion of IEC
directly to the public.

The Armenian Republican Center of Dermatology and STDs reference hospital estimates that 100
percent of AIDS cases are sexually transmitted. 1n Georgia, it isestimated that more than 50 percent
of cases are intravenous drug users. The AIDS Center is physically and administratively separate.
The health information center is unable to track HIV/AIDS because the disease falls under the
jurisdiction of the Ministry of Hygiene, not the MOH. The head of the STD hospital claimsthat he
cannot gain access to the AIDS statistics because they are confidential, further indicating a problem
of communication between two ingtitutions that are both facing related epidemics.

STDs have shown ageneral upward trend since the early 1990s. Statisticsfor 1996 show that acute
gonococcus infection leads thelist at 31 per 100,000 in 1996; syphilis under treatment numbered 26
cases per 100,000; and syphilisin all forms occurred at 18 per 100,000 and chronic gonococcus
infection at 8 per 100,000. The highest rates of syphilis occur among 20- to 39-year-olds. Severa
factors, including an increasein prostitution, suggest that the upward trend in STDsand HIV islikely
to continue. The overal (maes and females combined) infertility rate is about 25 percent, in large
part because of STDs; 40 percent of the infertile are men.

Few health practitioners wear gloves and most lack access to disposable one-use needles or
sterilization equipment. According to one NGO collaborator, the national reference hospital has yet
to embrace or universally adopt updated WHO protocols. Among STDs, reporting is compul sory
only for syphilis. The processis perfunctory andincludes cross-border action such as sending follow-
up letters to inform Maoscow of STD cases, which are then subject to mandatory treatment.

Despite alegedly free treatment for STDs and an increasing disease burden, the nationa reference
hospital’s records show a decline in patient flow. The 200 bed-Armenian Republican Center of
Dermatol ogy and STDs, which treats dermatol ogical and infectiousdiseaseaswell as STDs, operated

Z'WHO, Annual Report, 1996.

3 Officially, 63 new cases were reported for 1998; this is thought to be a major underestimate.
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at 100 percent capacity in 1995 but dropped to 70 percent capacity in 1996 and 46 percent in 1997.
While hospital officials claim that their out-patient flow has increased, it is difficult to ascertain if
patients with STDs, asin other hedlth areas, are delaying or not seeking treatment, and if so, why?
Oneinternational NGO categorized STD tracing as* very aggressive’ to the extent that police round
up STD-infected personsin the street and force them into the hospital. The NGO has seen no change
in this practice after three years of collaboration. From a human rights and public health privacy
perspective, such an aggressive approach sends a harshly negative message to those who might wish
to seek care.

Surveys about the knowledge and attitudes of university students are revealing. The mean age of first
sexual experienceamong Armenianmenis 17, yet the school curriculumincludesno formal education
about sexual health. One survey among university students showed that 38 percent of respondents
were sexually active but that only 8 percent used condoms. Fifty percent of the students perceived
themselves as invulnerable and did not see themselves at any risk for STDs. Y et, 95 percent desire
an educational program and 66 percent would like a telephone hotline. About 73 percent used
television, radio, and the printed word for information on STDs. Seventy-one percent relied on
friends for information on condoms. The degree of misinformation about transmission of HIV was
high.

4.1.3.4 Child Health | ssues

Infant mortality rates (IMRs) are agood indicator of the overall status of basic health services, the
genera standard of living, and the public’s knowledge of health care and where to gain accesstoiit.
IMRs a so reflect many factors within acountry and are not attributable to any one cause. Armenia's
IMR continued to decline until 1996, when it briefly increased to 15.5 per 1,000 live births from the
1995 low of 14.2; in 1997, it was 13.6. When IMR is adjusted to include 500- to 1,000-gram birth
weights (7.5 percent of all births), itincreasesto 17. Births have dropped by 6 percent each year for
the last seven years.®

Officia perinatal mortality rates (in 1996, 16.6) exclude newbornsin the 500- to 1,000-gram range
but account for 85 percent of mortality. Neonatal mortality represents 52.2 percent of infant
mortality. Armenia has seen an increase in congenital birth defects (9.9 in 1988 to 14.7 in 1996),
along with an increase in the number of high-risk pregnancies. Fifteen percent of infant deaths occur
inthe first 24 hours after admission. The delivery system is hampered by poor facilities, inadequate
supplies, low salaries, alack of CME, and increased costs and out-of -pocket expenses. The perinatal
period is sengitive to quality of medical care. Improved clinical practices, along with appropriate
equipment and standardization of professional expertiseand facilities, arelikely tolead to areduction
in perinatal and maternal mortality.

2 MOH, Annual Statistics Report for Armenia (Russian) for 1996 and 1997 (supplied by MOH/HIS Center). Also, analysis of the
health status of the population in the Republic of Armenia, 1997.
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A WHO report concluded that serious malnutrition was not aproblemin Armenia.® A 1993 refugee
survey, however, noted that chronic malnutrition as a result of poor-quality caloric intake was five
times higher among refugees than among the reference population. We can safely assume that the
situation has improved but that refugee children are probably still more vulnerable to malnutrition
than nonrefugee children.

Acute respiratory infection (ARI) is one of the leading causes of morbidity and mortality among
childrenin Armeniaand theworld. Morethan 21 percent of al infant deaths (under one year of age)
are attributable to ARI.* In Armenia, ARI caused 3.3 deaths per 1,000 live births. Approximately
one-half of all out-patient encounters at polyclinics were for ARI; one-third of all admissions to
children’ shospitalswerefor ARI. Since 1994, one response has been to offer ARI case management
training; to date, 20 percent of all providers at nonhospital sites have been reached.

As testimony to the positive impact of UNICEF initiatives, the introduction of ORS in 1993 and
training in ORS since 1994 have meant that control of diarrheal disease has fallen from third place
as aleading cause of death in under fives. Clearly, though, mothers of children under five still need
to be targeted for information and education about controlling diarrheal disease.

For the last three years, national immunization coverage has ranged from 85 to 95 percent, yet some
districts remain deficient in measdes and mumps coverage.® Diphtheria outbreaks have been
controlled largely because the Expanded Program on Immunization has continued to function at al
levels, including the most peripheral. Since 1995, the government has reported no cases of polio or
neonatal tetanus.

In 1994, the MOH adopted policies that terminated the five-year flood of freely distributed infant
formula, thereby resulting in aforced change in donor strategies. By 1997, breastfeeding was at 65
percent, athough only 20 percent of mothersexclusively breastfed ascompared to lessthan 1 percent
in 1993.* The most dramatic change in postpartum practices over the last few years has been
rooming-in. It has not, however, significantly increased breastfeeding in part because mothers must
pay nurses each timethey bring ababy toitsmother. Wellstart International, UNICEF, and the MOH
of Armenia have been leading ahighly successful IEC campaign for breastfeeding promotion through
multiple media, including well-received and recirculated brochures. 1EC* and the focused efforts of

% However, thereissome micronutrient deficiency, including insufficient vitamin A, iron, andiodine. Information oniron deficiency
anemiais nonexistent. Salt isiodized.

3L UNICEF/Center for Heal th Services Research (CHSR), Assessment of Case-Management of ARI in Childrenin Armenia, Report
on National Survey, Robert McPherson, Sergey Sargsyan, 1997. Also, UNICEF/AUA, Caretakers' knowledge, treatment practices
and caressing practices for ARI and diarrhoeal diseasesin children under 5-years-old in Armenia, report on national survey, 1997.

%2 Thisimproved from 70 percent national coverage in 1993; measles coverage is 56 percent.

3 |n particular, the duration of breastfeeding increased, with-one third of babies still breastfed at one year after birth, especially
in view of the expense of formula.

% The Wellstart campaign demonstrated that the printed word is an appropriate means of IEC in Armenia. Literacy ratesare high
and the tradition of reading is strong, but there is alack of available materials.
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afew service providers around breastfeeding have resulted in a national breastfeeding promotion
policy, a national BF coordinator, and a national breastfeeding committee, though no dramatic
behavior changes.

4.1.3.5 Maternal Health | ssues

The maternal mortality (death per 100,000 population) had declined from 40.1 in the 1980s to 14.2
in 1992; it then doubled to 28 in 1996. In comparison, the WHO target is 15 for Europe and 25 for
other nations; the Armenian national target is 17 per 100,000.

The leading causes of the maternal mortaity rate (MMR) are hemorrhage, hypertension
complications, infections, and abortions. A 1991 study showed that about 63 percent of women have
had at least one abortion; 6.3 percent have had more than ten; the average number of abortionsis
2.23. Theratio of abortionsto live birthsincreased from 405 per 1,000 in 1992 to 602 per 1,000 in
1994,

Close to 98 percent of women in Y erevan and 87 percent outside Y erevan seek prenatal care. Yet,
more than 40 percent of women in Y erevan and more than 50 percent outside Y erevan do not seek
first care until after the first trimester. The occurrence of home deliveries rose from 0.3 percent in
1990 to 4 to 7 percent in 1994-1996. As for other health concerns in pregnant women, anemia has
risen dramatically from 2.6 percent in 1988 to 10.8 percent in 1996. Likewise, preterm and low-birth-
weight births represented 5.7 percent of all birthsin 1988 and 7.8 percent in 1996. Hypertensionin
pregnancy increased from 4.9 percent in 1988 to 6.6 percent in 1996 while STDsin pregnant women
rose from 31 per 100,000 in 1988 to 50 per 100,000 in 1996.

Inastudy of prenatal health education and healthy lifestyles (Jinishian Memoria Program study), few
pregnant women changed their diet, took vitamin supplements, and exercised regularly other than
walking; moreover, they had high exposure to passive smoke. With a health education intervention,
however, 75 percent of thewomen madelifestyle changesin diet and eating habits, breastfeeding, and
child care. Participants in the study indicated that health education materials, such as the booklet
used in the study to inform pregnant women of healthier choices, should be distributed to young
couplesimmediately after marriage or even to every young girl. Much moreinformation isdesired,
especialy about complications of pregnancy, postpartum issues, and child care. Participantsstrongly
stated that health education should also be targeted to men and the husband-wife team, not just to
women. (Thelast isespecially important with respect to contraceptive choices, asit isthe Armenian
man who often makes the decision about contraception.)

4.1.3.6 Reproductive Health Issues
Over the past few years, Armenia has seen anotable declineinitsbirth rate. Emigration—temporary

or permanent—and an actua decline in the fertility rate may account for much of the drop from 13
(per 100 population) in 1995 to 11.7 in 1997. The following problems point to an urgent need for
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redirected and refocused attention on primary health care, including both maternal and child health
and reproductive health:

high rates of abortion;

low contraceptive prevalence rates,

high prevaence of anemia;

increase in sexually transmitted diseases among pregnant women;
increase in the number of pregnant women with hypertension;
delayed PNC until after the first trimester;

increase in congenital birth defects;

increase in the number of high-risk pregnancies;

more home births;

increase in perinatal mortality and maternal mortality;
increasing number of premature births; and

declining birth weights.

The contraceptive prevalence rate is officialy 28 but is more likely to be 10 percent or less. Using
hospital-based data, an AUA study in 1992 on contraceptive use found that 1.6 percent of women
of child-bearing age use IlUDs and 0.06 percent use oral contraceptive pills. According to another
study, private pharmacies account for 62 percent of the sales of contraceptives within Y erevan and
polyclinicsfor only 2.4 percent. The most available contraceptives are condoms at 88 percent, oral
contraceptives at 36 percent, and lUDs at 21.4 percent. Condoms also register the highest demand.
In 1996, 9.2 percent of females had an IUD; only 2.7 percent used birth control pills.

In comparison with live births, the abortion rate remains very high, having nearly doubled between

the dissolution of the Soviet Union and 1995. In the last several years, however, there appearsto be
not only aleveling off but also the beginning of a decline.
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4.1.3.7 Mental Health

The psychological consequences of continued shelling, the disruption of families due to economics,
and the fear of earthquakes all leave deep scars. The actual incidence of mental illness has not
received much attention, but MOH statistics reveal a little more than 800 cases per 100,000 for
mental illness “contingents’ under clinical examination, with steady increases since the early 1990s.
The newly diagnosed total is about 30 per 100,000, with similar steady rises over the same time.

Official Data on Number of Abortions, Armenia 1980-1996 (per 1,000 live births)
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MSF-Belgium data (1997) indicated that the mental health prevalence of severe psychotic cases
(those in need of close supervision and short hospitalizations) fluctuates around 850 cases per
100,000 population. Light cases (patients who come voluntarily) number around 90 per 100,000.
Each year brings about 1,000 new cases. Incidence of severe psychiatric disease is around 30 per
100,000 and of light cases about 10 per 100,000 (decline from 54 in 1989).

4.1.3.8 Water and Sanitation

Most of Armenia sdrinking water is derived from groundwater sources of good quality.* However,
old pipes and infrastructure, leaks, and poor management severely compromise the availability and
quality of thedrinking water.* Seriouswater problemsconfront Y erevan and secondary citiesaswell
as an estimated 400 rura villages. In recent years, the water problem has been manifested in
outbreaks of dysentery, typhoid, hepatitis A, and malaria. Of the two priorities in Armenia' s draft

% Armenia: Programme A ssessment Diarrhoeal Diseases and Acute Respiratory Infectionsin Y oung Children (10.3-16.3, 1996),
Dr. 1. Lginev and Dr. T. A. Madaras, WHO/Regional Office for Europe.

% Emergency Water and Sanitation Assessment and Action Plan for Y erevan, Armenia, May 1993, WASH Field Report No. 396.
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National Environmental Action Plan, produced with support from the World Bank, oneisimproved
water supply and utilization

Asevidence of water-associated diseases, scabies casesincreased five to 15 times between 1995 and
1996 as compared to 1992. Scabiesis mostly a disease of children. The parasite load is as high as
50 percent in some NK regions. Almost 40 percent of communal water linesin Armeniado not meet
standards. School sanitation isin dismal condition.

4.1.4 Past USAID Assistancein the Health Sector

Generaly speaking, USAID has focused on both helping Armenia meet the critical challenges of
economic and democratic transition and providing humanitarian assistance to the most vulnerable
group. To date, USAID-assisted health care programs have been limited to the following programs:

4.1.4.1 CDC and Health Information Systems

From December 1992 through August 1996 and from October 1997 through June 1998, the U.S.
Centers for Disease Control and Prevention (CDC) provided technical assistance, training, and
equipment to help the Armenian Ministry of Health reform its public health information system.
Efforts included restructuring public health epidemiological practices and upgrading public health
surveillance capabilities. Specific activities focused on modern epidemiology, biostatistics, and
scientific communications that provide internationally accepted working case definitions; indicator
selection; development of the capacity to publish an epidemiological bulletin; and the creation of a
datalinefor the collection, analysis, and reporting of health information. The HIS hasbeenintegrated
into the MOH and has been expanded countrywide. It has initiated cost-recovery efforts and now
offerstraining to other NIS countries.

4.1.4.2 Partnerships

The American International Health Alliance has supported two successful hospital partnershipsin
Yerevan. The partnership between the Emergency Scientific Medical Center in Yerevan and the
Boston Medical Center focused on emergency medicine, medical education, surgery, hospital
administration, telemedicine, and nursing. The partnership between the Erebouni Medica
Center/College of Nursing and the UCLA Medical Center focused on women's health, neonatology,
and upgrading the skillsand prestige of nurses (by offering Armeniasfirst bachelor of science degree
in nursing). In addition, the partnership between the Johns Hopkins University and the American
University of Armenia s Center for Health Services Research has been especialy fruitful.

4.15 Other U.S. Government Health Assistance

In February 1997, the MOH received a $15 million donation of U.S. Department of Defense excess
hospital equipment and supplies as well as complementary assistance from ateam of 30 physicians

63



and technicians. The U.S. Department of State’'s humanitarian support to Armenia since 1992
amounts to approximately $200 million.

Other USAID humanitarian assistance programs with direct heath implications include the
distribution of humanitarian pharmaceuticals; feeding programs for vulnerable populations; winter
weatherization programsand heating assi stance; repair of community water systems; health education
for vulnerable children; and assistance with vaccine procurement and support to PAROS, a system
to help international donors and the government of Armeniatarget assistance at the most vulnerable
populations.

In addition and in accordance with congressional directives, USAID will initiate areproductive health
program in Armeniain FY 1998 to decrease extensive reliance on repeat abortions as a method of
contraception. USAID/Caucasuswill launch the program by conducting information, education, and
communication (I EC) campaignsto promotegreater knowledge, acceptance, and adoption of modern
methods of contraception. The campaign will also promote the prevention of sexually transmitted
diseases and HIV/AIDS.

4.1.6 Other Donors

Other than the generous Armenian diaspora groups and the United States government, the major
international donors involved in the health sector are WHO, the World Bank, UNICEF, ECHO,
UNHCR, WFP, UNFPA (through UNDP), the Netherlands government, TACIS, and
UNDP/UNAIDS. A large number of NGOs and international organizations are active in the health
field, including OXFAM, M SF-Belgium, M SF-France, ICU, UMCOR, IFRC, and ICRC. USAID’s
assistance has been primarily through the SCF umbrella grant, but also through Partnership grants
such as the UCLA/Erebuni project and other health activities such as the PASA with CDC, the
funding to the government’s PAROS (implemented through Fund for Armenian Relief, or FAR),
Amcross, the Armenian Assembly of America, Mission Armenia, and the Armenian Family Health
Association.

Most of the assistance by other donors is till primarily humanitarian (started in 1988 with the
earthquake), with approximately 65 percent of U.S. government support characterized assuch in FY
1997. Despite its care-and-maintenance nature, much of U.S. humanitarian aid has laid the
foundation for longer-term reform and devel opment, such as support to the energy and utility sectors,
the social vulnerability assessment (PAROS), and other activities. The PASA with CDC hasresulted
in a much more evolved HIS system within the MOH, which is currently trying to expand to and
strengthen its regional components of the HIS system. Much of the assistance by the Armenia
diaspora groups has taken on a charity approach, with little interest or capacity for longer-term
development. However, some of the international partners have found some particularly strong
Armenian NGOs that have partnered with them in many worthwhile projects (e.g., AFHA, Mission
Armenia) with excellent results. Other than these and afew other minor peculiarities, the reform of
the health sector in Armeniacontinuesto suffer fromasimilar set of constraints and challenges asthe
ones facing Georgia. The need for coordination of fragmented donor efforts assisting an already
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overwhelmed and confused (though well-motivated) MOH isahigh priority if international assistance
isto make a cost-effective impact without further waste of time and limited resources.

4.1.7 Recommendations

Budget Reproductive Health FY98-.675; FY99-10; FY00-1.0
(al estimated) Partnerships FY98-1.0;, FY99-25 FY00-25
Other FYo98-.3; FY99-10; FYO00-1.0

4.1.7.1 Major Options Not Developed

41.7.2

Bricksand Mortar (including water and sanitation; expanded humanitarian assistance; drug
production, procurement, and distribution; equipment; building rehabilitation, etc.)
Rationale: USAID should focus its efforts on capacity-building activities that address all
diseases rather than on financing commodities, expanding humanitarian assistance, or
investing in vertical, disease-specific programs.

Disease-Specific/Vulner ables-Specific Interventions (such as TB or other infectious
diseases; cardiovascular or other chronic diseases; environmental health; and menta health,
disabilities, and other specia vulnerable groups)

Rationale: Theregion hasadynamic epidemiological profile. Just asdonors have been called
upon to address diphtheria in the past and tuberculosis now, the team was generally
concerned that those efforts would have little impact or not be sustainable unless systemic
issues, which influence all diseases, are addressed through capacity-building activities. In
addition, there was concern about devel oping a sense of entitlement/welfare mentality, which
might prove counterproductive and is economically insupportable.

Personnel Training (including continuing medical education; provider retraining; medical
training curriculum development; MOH skills development)

Rationale: Many of these activities are components of options presented elsewhere or
supported by other donors; the team’ s view was that skills' weaknesses are better addressed
through efforts directed at broader, systemic capacity building rather than through narrow
efforts focused on training per se.

Selected Optionsfor USAID Consideration

Theteam’ s primary recommendationsto USAID, as detailed in the Recommendations section of the
Options Matrix (Section 2.1), are threefold. We urge support for

1.

2.

information, education, and communication efforts in reproductive health;

“making health care reform work for us,” by building on the UNICEF model that stresses an
effective understanding among subnational units of government, providers of services, and
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the population of their new roles, rights, and responsibilities made necessary by changes
within the hedlth care system; and

3. improving the health information system so that its product istimely, consistent, and useful
to users/decision makers at the national and subnational levels.

The Options Matrix (Section 2.2) includes additional options as well as illustrative intermediate
results.
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42  Azerbaijan
4.2.1 Socioeconomic and Political Context

Inthe early years of the coming century, Azerbaijan will aenjoy substantial increasein state revenues
from oil extraction, but the revenues will not begin to flow for at least five years. At present,
Azerbaijan’ s resources are extremely limited, income disparities are enormous, and the aftermath of
the Nagorno-K arabakh war with Armenia—which created alarge population of internally displaced
persons and refugees—remains a significant drag on the economy.

Azerbaijan’ stotal population was estimated at 7.566 million in 1997, according to projectionsfrom
the most recent census (1989). More than half the population resides in urban areas; 12 percent is
under five years of age and 11 percent over 55 years of age.

Relations with Iran, Turkey, Russia, and Georgiaare improving, as evidenced by increasing levels of
trade and other exchanges between these countries and Azerbaijan. The 1994 cease-fire agreement
with Armeniahasheld with little subsequent popul ation upheaval. Despitetherelativelack of military
hostilities, Azerbaijan has yet to move toward afinal settlement of the Nagorno- Karabakh conflict
and has not responded to the recently failed Armenian compromise proposals negotiated by
Organization for Security and Cooperation in Europe (OSCE) mediators.®” Prospectsfor the return
of the large uprooted populations to their homes appear bleak, although an international donor pilot
involving UNDP and UNHCR seeks to repatriate certain groups to the “liberated” area of Fizuli.

Economic issues continue to plague Azerbaijan. While recent economic growth has been substantial
(approximately 5 percent in 1997) and tight fiscal management has brought inflation down to
approximately 3 percent in 1997, many have nevertheless not benefited. Unemployment reached 32
percent in 1997. Substantial wage disparities exist between male and female workers. In Baku,
women earn 30 percent of their male counterparts’ wages; outside the capital, they earn 45 to 50
percent of men’swages. Visitors and residents alike are witnessing a new phenomenon: child labor
on the streets in the form of selling, working at odd jobs, and dropping out of school .

Some signs suggest that community groups and citizens occasionally have been able to mobilize and
act on issues at the national level or in some of the more ignored rural areas. Even so, the genera
relationship between government and the population is more often one of suspicion, active
oppression, and intolerance. For example, while the law requires NGOs to be registered, the
requirements are at best unclear; NGOs find themsel ves required to register but most cannot. Those
NGOs that champion human rights causes or challenge the government’ s authority and actions are
especially at risk of forced noncompliance with the registration requirement.

7 In late June, aflurry of concern resulted from Armenia’s suggestion that it would annex breakaway Nagorno-Karabakh. The
proposal drew strongly negative international reactions.

% There is some disagreement over drop-out rates. Some estimate it may be as high as 10 to 25 percent, with the higher rate
applying to children over 12 years of age. UNDP/Baku (Azerbaijan Human Development Report 1997), however, estimates a
combined gross enrollment total of 87.9 percent for ages six to 23. Compulsory education covers nine years of schooling.
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4211 Privatization and | nvestment

Bolstered by revenue from theinitial oil and gas contracts, the government of Azerbaijan has curbed
earlier hyperinflation and stabilized thelocal currency, the manat. Certain market reforms have been
undertaken, including demonopolization, trade liberaization, and lifting most price controls. Given
Azerbaijan’s natural resource endowments, international lending institutions continue to give the
government high credit ratings, which bode well for government revenue. Azerbaijan’s natura
endowments may mean, however, that the government does not feel obligated to reform either the
public and socia service sectors or the economy at large.

Privatization is well underway, abeit at a ower pace than expected. By law, approximately 70
percent of all enterprises are to be privatized by 1999. In 1992, state-owned enterprises accounted
for 95 percent of GDP. By 1997, that proportion had declined to 48 percent and is projected to drop
to 30 to 35 percent by the end of 1998.* In some part, the reductions are artifacts that reflect the
increasingly significant contribution of Western-owned oil to GDP. The oil companies account for
75 percent of total capital investments and the continued moribund condition of many state-owned
industrial enterprises. Direct foreigninvestments and tied investments grew by 450 percent between
1995 and 1996 and represented more than 55 percent of the period’ s total investments.

To date, agriculture has been a mgjor component of privatization efforts. Under Azerbaijan’s
Privatization in Agriculture program and Law on Land Reform, 90 percent of arable land is to be
privately owned. Nonagricultural privatization was planned asatwo-stage processthat beganin early
1996 with small enterprises, which are defined as entities with fewer than 50 employees. Late that
year, the enterprises were auctioned to their staffs at adiscount. Privatization of medium-sized and
larger enterprises has suffered anumber of delays and setbacks but finally began with the sale of 132
of 138 firms offered in June 1997. Enterprises were to be sold by voucher or auction, although by
law not more than 10 percent may sell at auction. Reviews by others indicate that many see the
process of privatization as a mixed blessing. Vouchers distributed to the population have brought
some income benefits when the vouchers are subsequently sold, but

...the environment for such reforms has not been properly created. The mass media has
provided, for instance, very little information on the mass privatization (sic) programme.
Many people have come to perceive privatization as a source of corruption and a means for
an elite group of insiders to enrich themselves at the expense of the whole popul ation.®

4212 Social Summary

% For comparison, 75 percent of the employed population worked in the state sector in 1990; by 1996, that figure had declined to
44 percent.

4 United Nations Devel opment Programme/Baku, Azerbaijan Human Devel opment Report 1997. Parenthetically, Azerbaijan is
one among the group of five CIS countries rated by the Economist Intelligence Unit (EIU) Country Risk Service; in 1995, all five
countries received the highest rating (4) for corruption among public officials. Armeniaand Georgiawere not among the countries
rated by EIU. Source: European Bank for Reconstruction and Development, Transition Report 1997.
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Most people live in poverty, athough incomes appear to exceed the reported numbers.
Unemployment in Azerbaijanishigh, and thea ready substantial income disparity between thewealthy
and the poor isgrowing. Pension payments have been significantly reduced, from 6.6 percent of GDP
in 1993 to less than 2 percent. The proportion of IDPs and refugees in the Azerbaijani population
isthe highest of the three Caucasus states, totaling over 700,000 people.

According to the World Bank, one result of the declinein GDP between 1991 and 1995 is “that over
20 percent of families can be classified as severely vulnerable.” Vulnerable groups include the
disabled, the elderly, the ingtitutionalized, IDPs, homeless children, and femal e-headed households.
Nonetheless, “donor response has not assisted with these severely vulnerable families, but rather has
directed activities towards refugees and IDPs, in part because they are more vulnerable than other
population groups, but mostly because they can be more easily targeted.”

Asevidenced by unreliable water and power, inadequate roads, poor schools, spotty health services,
and a limited number of sports or community events, few community structures remain. Many
residents seem apathetic and lack a sense of identity; they are unable to organize, advocate, and
address their own priority concerns and aspirations. The legacy of top-down, Soviet-style
management still carries heavy weight in Azerbaijan, making it difficult for many IDP communities
to move toward self- sufficiency. Development workers have a clear need for community
empowerment through programs that identify and mobilize communities around issues identified by
residents themselves.

But problematic as the current situation may be, it represents substantial improvements in a number
of ways. Azerbaijan appeared to be on the verge of civil war in 1993; in late 1994 and early 1995,
it survived attempted military coups. The threats no longer exist. Illegal armed groups have been
suppressed and the military is no longer seen as a threat to the government; citizens' basic security
currently seems assured.

Thegovernment continuesto rely oninternational assistanceto meet the basic needsof itspopulation,
especially the 700,000 IDPs and refugees. An increasing proportion of vulnerable residents affected
by the breakdown in the government social safety net are growing progressively dependent on
international donors and NGOs. Efforts to remind government of its responsibility for heath and
socid service reform have had little effect or have been met with indifference.”

“ An exampleisthe apathy and disinterest shown by the MOH toward a health sector reform package offered by the World Bank.
At the time of the Assessment Team’ svisit, the bank’ s offer had been with the Ministry for more than six months, with no response
whatsoever.
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4.2.2 Health, Health Care Financing, and Structure
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Overwhelmingly, the leading causes of death in Azerbaijan are noncommunicable, lifestyle diseases,
especially cardiovascular disease™ and cancers, with asignificant reemergence of infectious diseases
(diphtheria, malaria, TB), especialy in rural and underserved areas. Mental health, diarrhea, and
malnutrition, together with reproductive health problems, are leading causes of morbidity. *

IDPs and refugees tend to live in crowded conditions with poor sanitation and water, insufficient
protection from the elements, and inadequate nutrition. Thesefactorscontributeto unacceptably high
rates of anemia and iodine deficiency, stunting, congenital anomalies, and growth and mental
retardation.

In 1996, government expendituresin the heal th sector represented 1.6 percent of GDP compared with
2.9 percent of GDP in 1990. Though substantial, the reduction dramatically understates the
magnitude of the absolute and per capita decrease. Not only has the population increased over the
period, but real GDP has dropped cumulatively by 62 percent from preindependence levels. Thus,
in effect, total real government spending has declined by more than three-quarters. Currently, per
capita government spending on health is approximately $7. The World Bank estimates that 1995
private out-of-pocket payments for drugs and medical services exceeded public expenditures by a
factor of more than four to one.

Despite mgjor problemsof underfinancing, Azerbaijan’ shealth care system—Ilikethat of its Caucasus
neighbors—can point to a vast inherited surplus of beds (99.1 beds per 10,000 population); an
overabundance of physicians (38.9 per 10,000 population), too many of whom are underpaid,
inadequately trained specialists; and an excess of nurses (87.7 per 10,000 population), most of whom
are poorly trained. Interestingly, these statistics have remained virtually unchanged over the period
1985 to 1996 even as government resources to fund the system have plummeted.

The major changesin Azerbaijan’s health care structure may be said to be

increased underfunding by government;

inadequate compensation of health care providers and workers;

shifting of payments to patients;

agrowing lack of financia access for many who are smply “priced out”; and

growth and entrenchment of a two-tiered system, one system for those who can pay and
another system for those who are eligiblefor and have accessto government or internationally
funded humanitarian IDP medical facilities. Those who fit neither category smply do not in
the main secure service.

4221 Reform

“2 Population trends show atendency for adults to become obese with age. The association of diabetes and cardiovascular disease
with obesity iswell known. Among adults, 30 percent were overweight with grade 11 obesity; among the elderly, 43 percent were
overweight with grade 11 obesity.

“ Nonetheless, malaria, hepatitis, and brucellosis account for 34 percent of the hospital load. Malariais mostly vivax and
falciparum; seven or more southern districts were affected.
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What isneeded in Azerbaijan are reforms based on the principle of universal accessto abasic package
of hedth services. However, in the absence of reforms and affordable or quality hedth care,
Azerbaijan at the least needs to make available readily accessible information on primary health care
issues such as maternal and child health, reproductive health, and prevention of STDs. The greatest
need is to reach women, who often are left to care for families and find themselves responding to
crises by making tough decisions about how to spend family resources—often with little or no
knowledge on which to base such decisions.

Reportedly, reforms of the health care system have been announced. The reforms have as their
purpose the introduction of abasic health care package with universal access and the elimination of
informal, “ under-the-table” payments.* During itson-the-ground sitevisit, however, the A ssessment
Team saw no evidence of any actions to further reform and, even in interviews with mid-level staff
of the MOH, heard no mention of futurereform goals. Indeed, the only reform activitieswerelimited
to primary care-related training efforts conducted by someinternational NGOs and substantial though
geographically limited demonstration efforts initiated by UNICEF. These demonstrations have
received the approval and support of the M OH, whichisproviding approximately $150,000inin-kind
support through health worker salaries.®

4222 UNICEF Demonstr ations

Launched respectively in 1996 and 1997, UNICEF demonstrationsin Kubaand Masalli are designed
to rationalize the local health care system.*® To optimize services to the population, the
demonstrations are following a strategy that shifts health care delivery from in-patient tertiary care
to ambulatory primary health care centers. Specificaly, the strategy callsfor eliminating many of the
functionsof theprimitiveintermediate, village-level hospitalsand merging multipleremaining surgical
departments into a single entity; retraining current and newly freed hospital-based speciaists in
primary care and merging them into polyclinics and ambulatories; and developing a profit center in
retail sales of listed essential drugs that, together with fees for medical services, will help the
demonstrations toward self-sufficiency.*’

To make the provider side of the demonstration reforms “work,” UNICEF supplements provider
salaries so that specialists can afford to deliver primary care. UNICEF also offers retraining and
oversight to ensure provider competency in primary care. To help meet operational costs, UNICEF
provides drugs at cost for mark-up to a level that generates the “profit” necessary for facility

4 European Bank for Reconstruction and Devel opment, Transition Report 1997.

4 Absent the demonstrations, the government would still pay salaries in approximately the same amount to the same workers, but
the providers' roles and responsibilities would be much more rigid. Central to demonstration “success’ is the government’s
acceptance of provider direction and primary care retraining by UNICEF aswell as the government’ s willingness to permit some
flexibility in provider roles and assignments.

% Kuba, with apopulation of 130,000, was selected because of its high infant mortality rate. Masalli, with apopulation of 180,000,
was selected because of economic and agricultural reforms already underway.

4 Even with a profit, however, the cost of drugs sold through the UNICEF demonstrationsis only 20 to 25 percent of the cost of
those purchased in the private sector.
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maintenance, drug resupply, administrative expenses, and the dispensing of discounted or free drugs
to those the community identifies as appropriate recipients.”® To make primary care acceptable to
service populations accustomed to hospital-based specialist services, UNICEF has supported
development of a community-based health “oversight” structure. A health council is established in
each community of typically apopulation of 2,000 to 3,000; community |eaders serve on the council.
Mestings are open, often attract substantial public participation, and provide a strong sense of
community “ownership” and identification. They also provide one of many forums for information
exchange, education, and communication among and between professonal and community
participants.

A collection of several communities makes up the catchment area of a primary heath center (PHC).
Each primary health center includes atrained midwife and five beds, often used for normal deliveries.
Representativesfrom each of the primary health centers’ service areas constitute the governing board
of their respective demonstrations. Monthly meetings between the community-based boards on the
one side and government-appointed health care professionals and managers on the other offer the
opportunity for sharing information, education, and communications.

Whileit isnot yet possible to make afina judgment on the success of the UNICEF demonstrations,
reportsto date are particularly encouraging. 1EC seems effective in gaining community and provider
support for both the demonstrati ons themsel ves and their underlying concept: the primacy of primary
care and prevention as central, cost-containing components in an integrated, quality-based service
package. Even though the UNICEF demonstrations operate on a much smaller scale than reforms
underway or proposed in Armeniaand Georgia, theinterim view of the Assessment Team isthat they
are proving dramatically effective in large measure because of the attention devoted to information,
education, and communication. All participants know they are participants; understand and accept
thelir respective roles, rights, and responsibilities; and demonstrate a sense of ownership and active
commitment.

The UNICEF budget for each demonstration is approximately $180,000. Roughly 40 percent of the
budget, or about $70,000, is used to purchase the initia supply of drugs. The demonstration
governing board and the respective communities are responsible for drug resupply, which is made
possible by revolving retail sales. UNICEF uses another 40 percent of the budget to purchase basic
equipment for the PHCs and health care workers. The remaining 20 percent pays for training and
retraining of providers and others. Two oil companies—EIf and Unical—have been the primary
funders of the demonstrations.

4223 Administrative Structure and Responsibilities
The health care system is similar throughout the FSU. But Azerbaijan, alone among the three

countries of the Caucasus, hasmade virtually no shift in administrative rolesand responsibilitiessince
dissolution of the former regime. The new constitution establishes a two-tier government structure

8 Pharmacist salaries are paid by the government of Azerbaijan as a contribution to the demonstrations and hence are not a charge
to the sites.
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consisting of the central government, of which the MOH is a part, and local “self-administration”
units. The self-administration units have not been formed, and, as of late 1997, the legidation
necessary to their creation had not received approval. Thus, itisnot surprising that the health system
remains highly centralized. The MOH provides both day-to-day operational direction and guidance
as well as policy oversight. In genera, subnationa entities have little power and virtualy no
independence and are headed by presidential appointees who serve at the president’s pleasure.
Regardless of jurisdictional reach (regions or cities), the subnational entities remain the creatures of
the central government.

4.2.2.4 Access

In general, physical accessto sometype of medical carein Azerbaijan is adequate, though rural care
is problematic in some places in view of the health systems's generally deteriorating condition. In
winter, some rural populations are temporarily cut off from health care facilities. Many higher-level
and often better-quality services as well as stocks of medications are clustered in urban areas,
especially the capital. However, even a short assessment tour revealed that the Azerbaijani medical
infrastructure is more decrepit and its equipment more outdated than that in Georgia or Armenia.
Asour trandator said on entering Baku’ s hospital #1, “God forbid | should have to come stay here.”

In particular, the war with Armeniaseemsto have affected health facilities; more than 300 hospitals
and polyclinics were destroyed.

While IDPs have the option of obtaining at least minimal primary health care services from a camp
or public clinics located in rehabilitated buildings, facilities must, by direction of the MOH, refer
anything more complicated than the most basic health care needs to the Azerbaijani medical system.
Asindigents, IDPs are supposed to receive free services, but few such services are made available.

More broadly, given high rates of unemployment, the faillure of many employers to pay ther
employees, and the costs—officia and otherwise—of health care, economic access is usualy a
greater problem than physical access.

[Because of costs] about 50 percent of the population does not use medical advice in cases
of sicknessor health problems. And 55 percent of those who paid for medical help borrowed
money or sold some of their personal belongings to cover the financial costs. Patients who
seek medical advice tend to do so at later stages of their sickness....*

4225 Phar maceuticals

4 UNDP/Baku, op.cit.
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The availability of drugsin both private® and public pharmacies remains a major constraint. One
study indicated afour-in-five probability that a pharmacy would not stock a needed drug; if the drug
were available for order, it would require two or more days for delivery in half the cases.

4.2.2.6 Percelved Quality

The number of visits to a hedlth facility may not accurately reflect the quality or types of services
offered to and used by the population.®* A UNICEF study of K ubadistrict revealed, for example, that
28 percent of cases were not satisfied with the care they received. One NGO, Relief International,
has included quality assurance in its plans for training and follow-up to ensure some accountability
in the use of primary health care protocols for diagnosis and rational pharmaceutical management.
Relief Internationa also plansto offer refresher training. In Kuba, nurses supervise organization of
the ongoing work and continuing medical education of feldshers/FAPs. These activities help
determine and direct community- and message-specific health promotion efforts. Nevertheless, a
major obstacle is Azerbaijan’ slack of tradition in primary health care. The officia health system till
clingsto the hierarchical and overly specialized medical system of the FSU. Inresponse, some NGOs
have planned to train as volunteers already skilled individuals to serve as primary hedth care
community health promoters.

In the face of government-imposed limits on permanent sitesfor servicesto IDPs, some NGOs such
as Relief International have experimented with mobile clinics for outreach to such populations.
Mohbile clinics do not, however, provide a presence in the community for early response to disasters
or crises that could result in death (diarrhea and dehydration, sudden acute lower respiratory
infection, and postpartum hemorrhage). In addition, mobile units cannot monitor treatments that
might require adjustments; and they cannot manage high levelsof chronicillnesssuch ashypertension.
Nor canthey offer preventive and primary health care activitiessuch asgrowth monitoring, nutritional
rehabilitation, effective public health education, or ora rehydration therapy centers. Overall, some
studies have suggested that mobile clinics may undermine a covered population’s ability to know
when and where to seek care.

4.2.3 Priority Health Problems

Most people in Azerbaijan have access only to abysmal health care. Quality health careisavailable
only to atiny segment of the population. The health care available to most non— DPs and refugees
is no different than that available to vulnerable groups. Since independence, Azerbaijan has
experienced adramatic drop in its crude birth rate,* a sharp increase in mortality rates, and declining
life expectancy from 71.1 overall in 1990 to 68.9 in 1995.

% The magjority of pharmacies have been privatized. However, licensing apparently has improved neither pharmacological
knowledge and capabilities nor adherence to WHO drug protocols.

5! The number of visits may be affected by population shifts, degree of awareness, transport, ready cash, perception of severity,
perceived versus actual need, changein treatment or admission policies, perception of quality, stockouts of drugs, increased income
allowing patients to seek care elsewhere, and hidden costs of care.

52 The birth rate declined from 26.3in 1990 to 17.1 in 1996.
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A functiona health information system does not appear to existin Azerbaijan. NGO-collected health
data are fragmented and not collated, mapped, or retained in a single repository. Moreover,
Azerbaijan lacks an effective nationwide surveillance system that would alow early detection and
reporting of disease outbreaks. The absence of a health information system, together with alack of
commitment to health reform and an inadequate infrastructure in health and other sectors, makes it
difficult to secure a comprehensive picture of the population’s health status. Until the government
of Azerbaijan redirects attention to and resources within health, it is important to improve the
population’s knowledge and basic understanding in areas such as maternal and child health;
reproductive health, including HIV/AIDS/STD control and prevention; and other primary heath
measures so that people can make informed choices with their meager resources.

4231 Tuberculosis

All three Caucasus republics are experiencing a significant increase in TB, including drug-resistant
cases. InAzerbaijan, TB affects nearly 7 percent of the population. |CRC in Baku indicates that the
prevalence of TB in prisonsis 42 timesthat of the already high prevalence in the general population.
The MOH appears disinclined to adopt internationally recognized TB protocolsfor case finding and
treatment. 1CRC has led a prison-based TB initiative and hopes that a WHO staff person will be
assigned to promote the DOT S protocol within prisons, which currently account for 2,000 TB cases.
Almost one-quarter of the prison cases are multidrug resistant. The most disturbing fact about TB
in Azerbaijan is that the drugs that should have been sufficient in quantity to meet needs to the year
2000 have aready been consumed, logt, or stolen. |CRC staff in Baku suggest that simple resupply
will not solve the underlying problem. M SF-Belgium istrying to encourage new health sector efforts
at the central level to push protocols and at the regional level to gain the confidence and support of
local authorities.™

Thelack of anational TB protocol and widespread drug resistance make TB detection, management,
and control extremely difficult. In the absence of a national TB program that follows WHO
protocols, treatment of TB will not be nationally standardized and will contribute further to the
already high prevalence of multidrug-resistant cases.

4.2.3.2 Child Health

Theinfant mortality rate (IMR) hasrecently decreased after yearsof increase. 1n 1990, it was 23 per
1,000 live births; in 1993, 28.2; in 1994, 25.2; in 1996, it wasonly 19.9. The IMR is many orders
of magnitude higher in the most vulnerable refugee and IDP populations, although the current rate
cannot be definitively ascertained due to a lack of demographic baseline indicators beyond the
resources of the GOAZ.

A Relief International survey (Berde, November 1996) of apopulation of 5,000 found that 20 percent
of children had worms, 9.3 percent diarrhea, and 42 percent anemia; moreover, 69 percent of 12- to

%8 Personal communication to Clydette Powell from ICRC staff in Baku.
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23-month-olds had anemia. The incidence of low birth weight, at 17.4 percent, is indicative of
maternal nutritional deficiency. Inthe same population, stunting at 32.4 percent was highest among
children 12 to 23 months old. Weight for height Z-score shortfalls were highest anong six- to 11-
month-olds. Notably, though, 73 percent of infants were exclusively breastfed between zero and six
months; however, 65 percent of six- to 12-month-olds were not breastfed at all.

Surveysby variousNGOsindicate varying prevalence of diarrheal disease. Inone study, 23.4 percent
of IDP children under five years of age suffered from diarrheal disease in the two weeks preceding
the survey compared to 15.2 percent in the resident population. In the survey, 40 percent of IDP
children received ora rehydration solution compared to 27.6 percent of children in the resident
population.

An STC study of the 20,000 IDP population served by UMCOR noted that 10 percent of al
treatments are for diarrhea; the under-fives make up 40 percent of those cases, and 20 percent of
under-fives have worms. An RI survey of Berde (November 1996) showed that 20 percent and 9.3
percent of a sample of 450 children had, respectively, worms and diarrhea. In adifferent survey, 16
percent of children under five years old had diarrhea within two weeks before the survey; less than
one-third received ORS.

4233 Vaccine-Preventable Childhood Diseases

In 1994, Azerbaijan adopted international vaccine standards, but application of the standardshasbeen
somewhat inconsistent across diseases, age cohorts, and perhaps geographic areas.> For example,
a 1997 MSH-Holland household survey in five northwestern districts™ found less than 40 percent
polio immunization and BCG scarring in only 15 percent of children.®® Similarly, a 1997 Relief
International (RI) study found that more than one in five sampled children under age seven had
meades and 14 percent mumps during the preceding five-year period. Further, although the country
has been free of polio since January 1996, compl ete (all-dose) polio vaccination coverageisonly 31.4
percent nationally (WHO 1996 study) but 50 percent in children age oneto five (RI, November 1997
report) and as high as 97 percent in children under age two. Overall, however, vaccine coverage
appears to be high. A 1996 WHO study showed that by age two years, BCG coverage was 96
percent; diphtheria coverage , 96 percent; measles coverage, 99 percent; pertussis coverage, 95
percent; and polio coverage, 97 percent. Tetanus coveragein 1994 was 90 percent. Importantly, on
average there seemsto be little difference in coverage between IDPs and resident populations.

Diphtheriawas agrowing problemin Azerbaijan inthe early 1990s. In response, massimmunization
began in December 1994 for six- to 11-year-olds and those older than 55 years. According a 1996
survey conducted by WHO, CDC, and UNICEF, the campaign lead to “ 96.5 percent coverage,” with

% UNICEF has supplied vaccines since 1992. See UNICEF/Azerbaijan, Annual Report 1997.
% EPI/Maternity Survey in Five Districts in the Northwest of Azerbaijan—April-May 1997, MSF-Holland.

% Another small WHO survey (1996) of children 12 to 23 months old found scarring in 47 percent of cases. With potent vaccine,
BCG scarring should exceed 80 percent. Whether the BCG problem is lack of vaccination or poor stock is unknown.
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dramatic decreasesin both incidence and casefatality. 1n 1996, there were 35 cases compared to 241
in 1995.

In confronting the challenge of expanded vaccine coverage, Azerbaijan must deal with mgor
constraints such as poor management capacity at all levels, inadequate vaccine storage, sometimes
inadequate levelsof provider knowledge, power disruptions, and ageneral lack of public awvareness.
State immuni zation services depend on substantial inputs of donor-funded vaccines, equipment, and
supplies.

4234 Nutritional Concerns

Nutritional deficiency diseases are a mgor underlying cause of morbidity in Azerbaijan. Poor
nutrition influencesthe severity and susceptibility, casefatality, and long-term consequences of many
diseases.

Many feeding programs have attempted to address the nutritional needs of both RPsand IDPs. Food
donorsinclude WFP, USDA, IFRC, and ICRC. A 1998 World Vision International survey®’ found
that 10 percent of children were moderately to severely malnourished and that over 80 percent of the
surveyed population had skipped mealsin the last week before the survey. Among Azeri children six
months to ten years, neither acute undernutrition nor obesity was apparent; however, evidence of
micronutrient deficiencieswas rampant.® Both rural and urban children were shorter than reference
groups. Prevalence of stunted growth among all Azeri children is eight to ten times higher than the
expected prevalence of 2.3 percent in the reference population. The rate of stunting is of medium
category compared to worldwide standards. Children of less educated mothers were at greater risk
for stunting. Children under age five are especially vulnerable to poor nutrition in terms of both
quality and quantity. Poor hygiene and worms, one of the most frequently seen illnesses in field
clinics, compound the already precarious nutrition situation.

Y oung IDP children are at especially high risk for chronic malnutrition. In addition, these children,
who were most likely born after their families were displaced, are at high risk for stunted growth
compared to older IDP children, who were mostly likely born before their families were displaced.
An RI survey of IDPsin four districts revealed that 49 percent of children under five were stunted,
22 percent underweight, and 8 percent wasted. 1n 1994 and 1995 surveys, 26 percent of children
suffered from chronic malnutrition and micronutrient deficiencies. Moreover, some surveys have
found worm loads of 8 to 12 percent, vitamin deficiency of 8 to 12 percent, and diarrheain up to 2
percent of the samples.

A CDC/UNICEF/WHO hedlth and nutrition survey (April 1996) of 1,197 Azerbaijani householdsin
55 districts and municipalities found the late indicators of food insecurity (chronic malnutrition in

57 Survey of a660-household sample of 188,000 | DPs, where the team performed mid-upper arm circumference of six- to 59-month-
olds.

% Micronutrient deficiency examples include vitamin D deficiency commonly manifested as rickets in both resident and IDP
children. One study found 69 percent of 12- to 23-month-olds with parasites and anemia.
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children and the elderly; high rate of anemia and iodine deficiency) unacceptably high. The survey
found that 30.5 percent of six- to 59-month-old I DPs suffered from acute malnutrition and that 22.5
percent in the resident popul ation suffered from chronic malnutrition. Among theelderly, 10 percent
of IDPsand 13.7 percent of the elderly resident population suffered from chronic malnutrition. In
1994, 74 percent of IDPsindicated they had no assets to sell, but the CDC/UNICEF/WHO survey
showed even higher rates: over 90 percent in 1996 had nothing to sell to buy food.

Feeding programs have been largely targeted to those outside the Baku-Sumgait urban area because
urban populations have better access to employment and other benefits. Three years ago, the WFP
appeal was for resources to feed 350,000 IDPs. Now WFP's target has been reduced to 125,000
largely because of stricter identification criteria and documentation of a need system. As aresult,
duplicate registrations for food are largely nonexistent. Rations provide 375 to 1,545 calories per
person per day.

42341 Micronutrient Deficiencies and Anemia

Vitamin deficiencies rank second in the top five diseases reported by RI mobile health units. Poor
dental care and substandard hygiene affect eating habits, potentially resulting in nutritiona
deficiencies. For a number of reasons, the country suffers from iodine deficiency disorders.
Azerbaijan isin the goiter belt and lacks a national policy on the iodization of salt. One factory in
Nakihchevan produces salt but has no iodine; two factoriesin Baku produce iodine but have no salt.
UNICEF has been working with the GOAZ to establish iodized salt factories. |odinedeficiency leads
to dwarfism, cretinism, miscarriages, goiter, and reduced ability to fight infection.

The prevalence of goiter underestimates iodine deficiency. Higher prevalence of goiter may be
accompanied by other nutritional deficiencies among IDPs. Lower iodine stores increase
susceptibility to radioactive iodine uptake. Lower goiter in rural areas may suggest goitrogenic
environmental pollution (e.g., contaminated drinking water) in urban areas. One survey revealed that
23 percent of IDPs had stage | goiter compared to 9.8 percent of RPs. lodine deficiency isendemic
in northwest Azerbaijan; over 11 percent of men are afflicted with goiter. lodine deficiency is the
primary cause of preventable mental retardation, cardiac problems, HTN, and irregular menses (often
misdiagnosed). One NGO (MDM-Greece) has been advocating the importation of iodized salt as
well as government requirements for nationwide salt iodization.

Vitamin D deficiency manifested as ricketsis commonly observed in both RP and IDP. Azerbaijani
women keep their babies indoors and covered during first years of life such that children are not
exposed to the sunlight needed to activate vitamin D. Moreover, the Azerbaijani diet lacks vitamin
D. Consequently, health education interventions must counsel mothers on changing infant practices
aswell asadding vitamin D to the diet. Vitamin A isassociated with the reduction of morbidity and
mortality from diarrhea, meases, and ARI. Although Azerbaijan is not listed as a high vitamin A
deficiency country, the diet islikely lacking this essential vitamin.
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Anemia may have many causes, including primary blood disorders such as thalassemia, which is
common among the population of Azerbaijan. Nevertheless, nutritional deficiencies (usually iron
deficiency anemia (IDA)) and parasites are more common causes of anemia. A 1996 survey in 55
districts and municipalities found 46.1 percent of IDP 12- to 59-month-olds with anemia, similar to
the 43.3 percent inthe RP. I1nthe same survey, 40.7 percent of | DP nonpregnant women had anemia,
dightly higher than the 35.5 percent in the RP. One surprising finding was that 26 percent of men
had anemia. Normally, IDA israrein men; therefore, anemiameans Gl blood | oss, parasites, malaria,
chronic illness, vitamin B deficiency, and heavy metal poisoning (lead). An RI survey (Berde,
November 1996) of 5,000 people noted that 42 percent of children were anemic; among the children,
69 percent of the 12- to 23-month-olds had anemia. In the same survey, 44 percent of al women
were anemic (U.S. rates are 10 percent) and 88 percent of pregnant women were anemic.

A CDC/WHO report stated that almost 100 percent of 12- to 24-month-olds were iron deficient,
along with 36 percent of nonpregnant women. Low ironintake, vitamin B deficiency, and excessive
tea intake add to the high risk of iron deficiency anemia. Betathalassemiais extremely common.
4235 Maternal Health

Thebirth rate has declined in recent years, but the maternal mortality rate (MMR) hasincreased from
29 per 100,000 in 1990 to 40 per 100,000 in 1996, with a peak of 43.8 maternal deaths per 100,000
births in 1994. Almost 9.5 percent of women have had stillbirths. About 88 percent of pregnant
women are anemic such that maternal death from peripartum hemorrhage is the leading cause of
death. A 1997 maternity survey conducted by M SF-Holland in northwestern Azerbaijan found that
home deliveriesrange from 31 to 35.5 percent. Approximately 23 percent of women did not receive
any prenatal care during their last pregnancy, and many of those women do not view prenatal care
as hecessary.

In some surveys, 17.4 percent of birthswere low birthweight (LBW). Few children were exclusively
breastfed, and 67 percent did not start breastfeeding on the first day, losing the advantage of
colostrum. Givenfamilies' decreasing ability to pay and the poorer servicesavailableat facilities, only
68.5 percent of children under 12 months were born in a hospital. The percentage of hospital
deliveries has been declining over the last four years. Nevertheless, UNICEF noted that five
hospitals had achieved ten steps in the Baby Friendly Initiative.

A Rélief International survey (November 1997) found that the average number of pregnanciesisfive
to six, with 41 percent of women experiencing amiscarriage. In 8 percent of cases, the baby died in
the first week of life. From 31 percent to 43 percent of the sampled women have a pelvic
inflammatory disease or urinary tract infection. About 36 to 43 percent of the sampled women had
an abortion, with the average at 2.4 abortions. As for birth control methods, 40 to 53 percent
answered that they use contraception, although the study did not indicate which method; 37 to 51
percent of respondents knew where to get supplies but did not comment on ability to pay.
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4.2.3.6 Reproductive Health

In the absence of pregnancy tests, the diagnosis of a pregnancy in the early stageisdifficult to make.
Many women tend to believe that they are pregnant if their menstrual cycleisonly afew days late.
Thisbelief results partially from agreat fear of pregnancy owing to economic concernsand partialy
from a lack of understanding of female physiology. Due to their lack of knowledge, women are
unable to demand appropriate services, leaving them prey to profiteers or outdated and harmful
thinking. For example, “Doctors as well as women regard abortions partially as sort of a hygienic
matter which should be done at certain intervalsto ‘ clean out’ the uterus’ (M SF-Holland interview).

Information channels are limited by individual women’s shyness and cultural values. In one survey,
only 43 percent of women knew that breastfeeding had a contraceptive effect.® Two out of three
women do not seek professional advice for reproductive health concerns and have access to few
alternatives. According to one survey, 49 percent of women prefer to talk with friends and relatives,
thereby often perpetuating misinformation or harmful practices and cutting themselves off from care
they and their families need.

For STDsand HIV, no reliable statistics exist and no real diagnostics are widely available, athough
some estimates of women infected by STDsrun as high as 60 percent.?® Asmany as40 to 60 percent
of adult males temporarily leave IDP camps to work in Russia, where HIV and other STDs are
epidemic. In addition, the increase in prostitution among young women in Baku and elsewhere,
together with ignorance about STD transmission and inadequate treatment protocols, likely
contributes to Azerbaijan’s suspected high STD rates. Presumptively, IV drug use is adso an
important route of HIV/AIDS infection in Azerbaijan asit isin much of the FSU.

In one 1997 survey, 55 percent of women had resorted to abortion, some as many as 16 times.®*
Abortions may be performed by midwives. Of the women surveyed, 61 percent had more than seven
pregnancies, but only 7 percent have more than six children, thus suggesting an inordinately high
abortion rate. Moreover, women seek abortions outside of health facilities because prices are more
affordable. Some official statistics indicate that abortions occurred at a rate of 18.2 per 1,000%
women of child-bearing age in 1993 compared to 14.7 per 1,000 in 1996.

One mgor problem isthe absence of an effective family planning program in Azerbaijan; moreover,
the government has no plansto institute such aprogram. Asfor contraception, aRelief International
survey (July 1997) of ten rural and urban areas, which included five IDP camps and 25 IDP
settlements, showed that about 20 percent of women use birth control pills, 1UDs, injections, or
condoms; there were 26.3 live births per 1,000 in 1990 compared to 17.1in 1996. These statistics

% Relief International: Azerbaijan—Women's Reproductive Health Program Summary 1997-1998.

% Personal communication to Clydette Powell and Kirsti Lattu by RI staff.

& EPI/Maternity Survey in Five Districts in the Northwest of Azerbaijan—April-May 1997, MSF-Holland.
62 |t should be noted that the 1993 official rate is markedly lower than that in Georgia and Armenia.
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are coupled with abortion rates of 18.2 per 1,000 fertile women in 1993 compared to 14.7 in 1996;
speculation holds that there has been an increasein illegal abortions.

In a maternity survey conducted (mid-1997) by MSF-Holland in northwestern Azerbaijan (five
districts with a population of 452,000), a sample of 480 households with 477 mothers reveal ed that
9 percent of abortions are performed by women themselves. Abortion rates vary from 851 to 1,023
per 1,000 live births. Not a single woman wanted to change to abortion or no method as the means
of family planning. From 71 to 81 percent of the women were displeased with their current method
(85 percent relied on abortion, no method, or coitus interruptus). Among children under age two,
61 percent were breastfed.

Other surveysreport that 35 to 45 percent of women are unable to obtain contraception, though all
women said they were willing to useit. Only 9.5 percent can pay for OCPs and condoms while 16.7
percent use abortion as their only method. Many of the abortions are probably illegal as partly
reflected in high MMRs. According to World Bank note, abortion deaths stemming from
complications have risen by 370 percent in the last five years.

4.2.3.7 Breastfeeding

The prevalence of breastfeeding varies significantly among the groups studied. In one study, 45
percent of mothers breastfed for up to six months. In another survey, 73 percent breastfed
exclusively from zero to six months, but only 35 percent breastfed from six to 12 months. In athird
study, 65 percent of infantsunder age two were breastfed. A 1996 WHO/CDC/UNICEF health and
nutrition survey discovered that more than 80 percent of mothers breastfed on demand but that none
exclusively breastfed infants less than six months of age.®® In a maternity survey conducted (mid-
1997) by MSF-Holland in northwestern Azerbaijan (five districts with a popul ation of 452,000 and
a sample of 48 households), 477 mothers revealed that 61 percent of infants under age two were
breastfed.

Supplemental products have less nutritional value than breast milk and can interfere with adequate
breast milk production and consumption. |nadequate breastfeeding can lead to low iron intake for
infants less than six months old; moreover, cow milk can induce Gl bleeds and lead to IDA.

4.2.3.8 Shelter

A discussion about health cannot overlook the influence of shelter. To some extent, shelter is more
of aproblem for IDPsthan for refugees (who occupy the vacated houses of Armenians); IDPsusually
livein temporary housing, which is often inappropriate and crude. For example, while 30 percent of
610,000 IDPs live in private housing, 70 percent live in public buildings (including stadium
grandstands), mud and reed huts, dugouts, railway cars, ad hoc settlements, and tents. A pproximately
100,000 live in organized camps and ECHO settlements.

% Health and Nutrition Survey of Internally Displaced and Resident Population of Azerbaijan, April 1996, by USAID, WHO, and
UNICEF, with assistance from M SF-Holland and Relief International.

82



The problem with housing such as cattle barns, hotels, and railway cars are legion: dangerous and ad
hoc electrical arrangements, poor or no maintenance, collapsed plumbing systems, basements filled
with raw sewage. Moreover, living conditions can be cramped, with inadequate cooking and washing
facilities and little protection against the weather.

Deficient water service (plumbing, latrines, showers, and bath houses) means that every winter the
population experiences an increase in scabies and other skin diseases. In addition, the population
lacks potable water, and the SES often does not collect trash and keep public places clean. Only 56
percent of 1DPs have access to enough water on adaily basis for bathing and cooking.

4.2.3.9 Mental Health

Mental health issues cannot be overlooked in populations that have been uprooted, relocated to
distant and unfamiliar areas, and treated as strangers and with contempt and prejudice. Some
individualsmay have suffered theloss of afamily member or spouse. They livein cramped, unhealthy
settings, lacking in privacy and economic opportunity. After spending their limited resourcesonfood,
clothing, and essentids, few can entertain at weddings and funerals astradition dictates. Asaresult,
they experience anger, frustration, embarrassment, and an uncertain future. 1naddition, their feelings
are accompanied by low self-esteem, a sense of dependency, high levels of anxiety, depression, low
expectationsfor thefuture, and amistrust of government. Deterioration of family lifeand anincrease
in community and domestic violence and drug and alcohol abuse mark the communities of the
uprooted. Thephysically desperatenatureof thecircumstancesmask individuals' psychosocia needs.
Only some have developed coping mechanisms.

4.2.3.10 Degree and Frequency of 1lIness

The question arises asto the degree of illness among some of the populations served by international
organizations. A UNICEF survey (November 1994) of 736 households in Kuba, whose health
infrastructureis said to be similar to that of other districtsin Azerbaijan, revealed interesting results.
About 27 percent of households had at least one sick member in the last month; 5 percent of children
under three were sick at least once in that month; 21 percent of illnesses were respiratory and 16
percent cardiovascular; 81 percent were chronic disease (19 percent acute); 18 percent were minor;
68 percent were of medium severity; and 14 percent were seen as life-threatening or severe. There
was no significant association between degree of severity and socioeconomic status.

Asfor the site of service, a group of one- to 14-year-olds never used the FAP. Only 4 percent of
cases used ambul atoriesregardless of severity; for medium cases, 13 percent stayed at home; for mild
cases, about 41 percent stayed at home. Almost 72 percent of severe cases went to the district or
Baku hospital. When hospitalization was recommended (61 percent of cases), little more than half
of patients were actually hospitalized.

In a Relief International household survey (November 1997) of IDPs and refugees in four districts
(25,000 population), a cross-sectional, three-stage cluster survey studied 1,860 persons, along with
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growth measurements on 209 children. The control group had only dightly better statistics. Some
57 to 62 percent of the sick population did not seek medical care; 26 percent of the sample population
could point to an ill person who did not get medical treatment. The study found a high continued
level of undertreatment and reported that the Relief International mobile units neither increased the
end quantity of services nor decreased the proportion of illnesses that did not receive medical
treatment. The study also showed that the greatest impediment to patronizing health facilitiesislack
of ready cash, not transportation, freedom to travel aone, or distance to a provider.

In comparison with the controls, the study found that the Relief International group had better health
knowledge but engaged in inconsistent preventive practices. The study aso reported high parasite
loads; alow-level of awareness of the severity of illness, alack of knowledge about the warning signs
of asick infant, how and where to refer, and the need for better ventilation for acute respiratory
illnessand asthma; alow presence of immunization cards; and low knowledge among parents of their
child’ simmunization status.

424 Past USAID Assistancein the Health Sector

Since 1993, USAID has funded hedth and family planning activities in Azerbaijan through its
humanitarian assistance program. Limited by the provisions of Section 907 of the Freedom Support
Act, the programs have focused on reducing the human suffering of refugees, IDPs, and vulnerable
persons in Azerbaijan.

Currently, approximately 350,000 refugees, IDPs, and vulnerable persons have access to USAID-
funded primary health care programsthroughout Azerbaijan. The programsincludefixed and mobile
health clinics, reproductive health services, immuni zation, and health education. Inaddition, UNICEF
has received funding for campaigns to control vaccine-preventable diseases, including diphtheria,
polio, and measles. USAID has aso supported water and sanitation projectsin IDP camps. Other
USAID humanitarian assistance programs with direct heath implications include distribution of
humanitarian pharmaceutical's, feeding programs serving approximately 200,000 refugees, IDPs, and
vulnerable persons; and shelter rehabilitation and construction. The U.S. Department of State has
donated medical equipment and supplies as well as food.

USAID’ srecently initiated Azerbaijan Humanitarian Assistance Program seeksto respond in atimely
and cost-effective way to the evolving needs of 1DPs and other vulnerable groups and to identify
waysto make programs more self-sufficient. For USAID, the challengein assisting Azerbaijanin the
health sector will be to continue reducing human suffering while starting to pave the way for amore
development-oriented program in a manner consistent with the provisions of Section 907.

Asonestepinthat direction, S/NIS and ENI agreed to establish ahospita partnership in Baku during
the summer of 1998. The partnership will initialy be designed and implemented through a subgrant
from Mercy Corps International and subsequently folded into the NIS Health Partnership Program
when a cooperative agreement is signed.



4.25 Other Donors

Assistance by the United States government for humanitarian aid activities in health for Azerbaijan
is mainly implemented through SCF s umbrella grant (until early 1998), MCI’ s new umbrella grant
(as of spring of 1998), and subgrantee partners (who are a'so using amix of private, cost-share, and
oil company funds), such as IRC, Relief International, ADRA, World Vision, Counterpart
International, Children's Aid Direct, UMCOR, and others. Mgjor oil companies that have supported
humanitarian aid and community devel opment projectsimplemented by NGOs (not necessarily limited
to health) include Mobil Oil, Texaco, and Unical. Other international donors active in the health
sector in Azerbaijan include ECHO, UNICEF, Sorog/OSl, ISAR, World Bank, UNDP/UNFPA, and
WHO while European NGOs such as M SF-Belgium and M SF-Holland have long been activein the
country alongside international organizations such as ICRC and IFRC.

Limited by the FSA-907 restrictions, U.S. government assistance has been able to undertake little
beyond care-and-maintenance projects for the IDPs, refugees, and approved vulnerable groups. A
few NGOs such as Rl and IRC, however, have begun using innovative community development
approaches to strengthening the breadth and depth of their health services, shifting from less
sustainable operations such as mobile health units.

Although effortsby M SF groups and | CRC are maintai ning the pressure on the government to reform
its systems, concepts of health care, information systems, management styles, and quality of health
care with respect to issues such as TB control, EPI, and reproductive health, the donor that has
progressed furthest in engaging the government in any meaningful way is UNICEF. UNICEF has
initiated a model district management support project that started in two districts and is about to
expand the program into another six. Other efforts such as those recently attempted by the World
Bank came up against alack of interest among central MOH authorities.

Giventhepolitical restrictionsaffecting higher levelsof U.S. involvement and thefinancial constraints
that are beginning to reduce the level of resources that European donors/NGO can commit to
Azerbaijan, it is imperative that even the smallest investment in health be made in a strategically
advantageous manner. Strategic investment is particularly pertinent because of the imbalance of
power between a population long deprived of opportunities for amore acceptable standard of health
care and a government that is at best indifferent and generally unwilling to ingtitute health care
reform.

4.2.6 Recommendations

. Budget Reproductive Health FYo98-0.0;, FY99-0.3; FY00-0.3
(al estimated) Partnerships FY98-0.3; FY9-05 FY00-0.5
Other FY98-10; FY99-20; FY00-20

426.1 Selected Optionsfor USAID Consideration
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Now isan appropriate time for expanding health programsin Azerbaijan, but it is not agood timeto
invest in health sector reform at the central level. Nonetheless, within the constraints of the Section
907 provisions and the very limited role that Azerbaijan’s government, including the Ministry of
Health, has chosen to play to datein directing health care sector reform, theteam’ srecommendations
to USAID regarding Azerbaijan closely parallel those for Georgia and Armenia and are detailed in
the Recommendations section of the Options Matrix (Section 2.1). We urge support for

1. information, education, and communication efforts in reproductive health;

2. replication and expansion of UNICEF's current Azerbaijan demonstrations to enhance
community and provider activitiesin primary health care and to help cooperatively formulate
new roles, rights, and responsibilities that respond effectively to changes within the health
care system; and

3. improving the health information system.

The Options Matrix (Section 2.4) provides additional options, including the potential management
burden and intermediate result goals.
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43 Georgia
4.3.1 Socioeconomic and Political Context

Of thethree Caucasusrepublicsand indeed of al theformer Soviet Union countries, Georgiasuffered
the most serious economic decline following independence. Real GDP fell by approximately 90
percent between 1991 and 1994; the decrease in grossindustria output was even more dramatic and
did not reverse itself until 1996. During much of that period, hyperinflation raged, with consumer
prices rising by 15,606 percent in 1994. The following year, however, in response to economic
restructuring undertaken with the help of the International Monetary Fund (IMF), consumer prices
rose by “only” 163 percent and by 1997 had receded to singledigits. Despite these massive economic
dislocations, Georgia's 1995 GDP per capita income of $440% for its 5.4 million inhabitants was
approximately a quarter higher than that of the other two Caucasus republics.

Like Armenia and Azerbaijan, Georgia has engaged in substantial miliary conflicts. Specificaly, it
has incurred significant costs in seeking to prevent the breakaway of South Ossetia and Abkhazia.
In the case of South Ossetia, Georgiaagreed to aceasefirein mid-1992. Asfor Abkhazia, both sides
have committed to a peaceful resolution of the conflict, but progress has been sporadic at best.
Indeed, during the Assessment Team’ svisit to Georgia, renewed fighting in Abkhaziaforced theU.S.
embassy to close the border areato Americans the same day that two team members returned from
there. Effortsat secession in South Ossetia and Abkhazia and localized earthquake damage in 1991
have led to large numbers of internally displaced persons (IDPs).

Georgia’ s relations are stable or improving with Armenia, Azerbaijan, and Turkey. Benefiting from
its relative neutrality in the Azerbaijan/Armenian conflict and its convenient location along various
approved and potential routes for the Caspian oil pipelinesto the Black Sea and Turkey, Georgiais
clearly capitalizing economically on its unique political and geographic advantage with respect to
trade, government, and other relationsin the region. Relations between Georgiaand Russiaremain
tense, however, because of the latter's role—real or perceived—in the continuing conflict in
Abkhazia, its support of certain opposition groups (e.g., Zviadisti), and its possible involvement in
several attempts on the life and safety of the Georgian president. Moreover, Russiaviews Georgia s
expanding role as aroute of oil export from Azerbaijan as athreat to its current oil transit revenues.

At 8 percent in 1996, Georgia s tax revenues as a proportion of GDP are the lowest of any FSU
country largely because of low collection rates. Tax and customs administration have been revamped
in the past two years such that collections have improved somewhat. The 1998 target for tax
revenues is 13 percent of GDP.

Georgia has substantiadly liberalized its trade policy and regulations, revamped and reduced its
customs import duty rates, and abolished its export tax. It applied for membership in the World

8 Curatio International Foundation. Interestingly, the European Bank for Reconstruction and Development inits Transition Report
1997 gives 1995 GDP per capita as $530 and estimated 1996 GDP per capita as $841—90 percent greater than either Armenia
or Azerbaijan.
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Trade Organization in mid-1996. A member of the CIS, Georgia signed a partnership and
cooperation agreement with the European Union in 1996. It has established free trade agreements
with Armenia, Azerbaijan, Russia, Ukraine, and other countries of the FSU.

4311 Privatization and | nvestment

With more than 65,000 small businesses registered, the private sector is growing and accounts for
more than 55 percent of GDP, 85 percent of agricultural output, and 74 percent of government tax
revenues. Privatization began in 1993; by 1998, more than 90 percent of all small enterprises had
been privatized. While some enterprises deemed of strategic importance—mostly in energy and
mining—are to be retained under state ownership, more than 1,000 medium and large state-owned
enterprises have been scheduled for privatization and half had been successfully spun into private
hands by mid-1997, mostly through cash auctions. Under revised privatization laws passed in mid-
1997, foreign investors are free to participate directly.

Privatization of agriculture, the largest component of GDP at over 30 percent, is now underway
following the March 1996 passage of the Law on the Ownership of Agricultural Land. In 1996, the
government also undertook amajor restructuring of the energy sector and substantially increased the
price charged for electrical power.

43.1.2 Social Summary

Georgia sgovernment has been stable. Compared to the other two Caucasus countries, Georgiahas
probably made the greatest strides in attempting to resolve the territorial conflictsthat have plagued
the nation since independence. For example, arecent proposal for a confederacy arrangement with
South Ossetia (Samachabl o) reflectsthe gradual thaw over the past severa yearsinrelationswiththis
previoudy autonomous oblast. Relatively few restrictions or risks interfere with the regular
movement of high-level officials, negotiators, NGOs, and travelers across the border/frontline
dividing South Ossetia from the rest of Georgia.

Unfortunately, relations with Abkhazia show no improvement. Ethnic Georgians who had sought
to return to Abkhazia, from which they were driven out in 1993, were attacked in May 1998, forcing
tensof thousandsto fleeagain. Consequently, significant returnto Abkhaziaof the estimated quarter
million IDPs currently residing in Georgiais highly improbable over the near term.

A dynamic parliamentary system, an active mix of politica parties, and an involved civil society al
reflect anincreasingly healthy polity intransitionto full democracy. Although the central government
continues to appoint regiona governors/mayors who, in turn, appoint their regiona/municipal
governments, elections for local governments are officially planned for Fall 1998.

Georgia has established a Socia Security Fund that provides old-age, invalidity, and widows

pensions while the Employment Fund provides unemployment and employment-related sickness,
worker, pregnancy, and maternity benefits. In 1996, about one-third of the popul ation was receiving
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transfer payments that averaged approximately $7.60 at then-prevailing exchange rates. Social
transfer payments had been 2.6 percent of GDP in 1995 but increased to 3.2 percent in 1996.

In common with the other two Caucasus republics, Georgia' s literacy rate approaches 100 percent.
From its nadir of only a few years ago, Georgia continues to make impressive strides in its
macroeconomic performance, as evidenced by a stable currency, consistently low inflation, and a
higher-than-expected growth rate (reportedly over 10 percent for FY 1997). Nonetheless, despite
initial appearances of modest prosperity in Thilis and fertile land in rural areas, many Georgians as
well as the overwhelming majority of IDPs do not yet enjoy the benefits of recent economic gains.

4.3.2 Health

During the Soviet era, Georgia's health care system, like that of its neighbors, was established on a
centralized, command-and-control model characterized by Moscow-based planning, incentives to
overtreat, publicly owned and financed facilities, and hospital- and specialist-dominated care. At the
primary level, high among providers' functions was approval of workers' employment absences on
health grounds and passing on to polyclinics and municipal, district, and republican hospitals
respons bility for al but the most basic care. Health careinstitutionsin Thilis and Moscow provided
the highest level of care on referral from polyclinics and lower-level hospitals.

With independence, Georgia simply did not have the resources to maintain the delivery of free care.
A combination of economic, political, and military crises as well as administrative failures
led—seemingly inexorably—to the breakdown and failure of the health system; these problems,
however, had surfaced beforeindependenceinall three Caucasusrepublics. Not surprisingly, Georgia
found itself vastly overbedded and overstaffed by physicians and other health care workers whose
government salaries were increasingly inadequate and who, as a consequence, imposed substantial
formal and informal payment requirements on users. In adevastated economy, the sick became less
and less ableto afford out-of-pocket payments such that increasing numberssimply turned away from
the health care system. Asaresult, health facilities experienced alow volume of activity aswell as
patient dissatisfaction with the limited services and supplies, including pharmaceuticals. Further
exacerbating these problems was growth in the number of physicians as private medical schools of
varying quality sprang up.

The following indicators reflect the health care system’s decay:

. dramatic growth in home births accompanied by increased infant and maternal mortality rates;

. reduced birth rates;

. decreased real resources devoted to the health system, with disproportionate decreasesin real
state contributions,

. substitution of formal and informal fee-for-service, out-of-pocket patient payments for state
monies,

. nonpayment of and growing arrearage in nomina physician and health worker salaries, which

themselves accounted for a decreasing share of costs;
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. growing inadequacies in the availability of pharmaceuticals and supplies at al levels;
. inadequate facility maintenance; and
. growing consumer dissatisfaction and reduced patient load.

4321 Reform

Against abackdrop of inadequate resources to maintain adequate state-funded health care, the MOH
undertook aprogram of activitiesin 1993 to establish aset of principlesto guide health reform. With
the support of the World Bank and other donors over atwo-year period, the MOH crafted astrategy
that essentially came to fruition concurrently with a new national constitution. Major components
of that strategy included

. creation of alegal basis for the new health system;

. decentralization, with policy retained at the central level and administrative functions
delegated outward and downward;

. development of a sustainable health financing system, including the introduction of abasic

benefits package, a shift in financing responsibilities from the central government to patients
and regional and local administrative units, and development of a social insurance system;

. development of personnel licensure and facility accreditation programs,

. reductions in the surplus of beds and physicians™;

. reform of medical education and reining in of unfettered private medical education programs,

. afocus on prevention and primary carein lieu of the former emphasis on hospital-based and
Speciaty care; and

. reform and enhancement of the health information system.

Many of these components arein varied stages of implementation and are supported in large measure
by a $14 million four-year loan from the World Bank and technical assistance from WHO and a
variety of international and bilateral donors.%®

Despite Georgia s considerable progressin implementation, several factors put that progress at risk.
Imperfectly and incompletely but persuasively, the State Medical Insurance Company (SMIC) has
been formed. It is paying bills for services and currently covers approximately 10 percent of the
population. On severa occasions, however, Parliament has reconsidered the scope and nature of
insurance and whether and to what extent private companies will be allowed to participate. At
present, the SMIC isresponsible for financing programs that cover the following:

% Indeed, substantial though insufficient reductions have already taken place. In 1991, there were 31,700 physicians; by 1995, the
number had decreased to 22,000; the number of beds had declined from 57,300 to 42,900; and population per bed had grown from
95in 1991 to 125in 1995. Licensure and accreditation are likely to secure further reductions while improving quality.

% The largest component of the World Bank loan, known as*“ Health Project |,” is allocated to rehabilitating and maintaining health
facilities and equipment. Three facilities will be rehabilitated and outfitted with necessary medical equipment at a cost of $11.6
million. A second loan for $20.6 million, “Health Project I1,” is currently under preparation. It is expected to focus on
strengthening primary care and the health care financing system at the national and local levels.
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TB;

childbirth;

services for children from birth to two years of age;
oncol ogy;

psychiatry; and

vulnerables.

The central government is responsible for financing a large part of the SMIC’s costs as well as
preventive/public health programs and a set of 14 small-scale programs. In 1997, however, the state
health care budget received only 53 percent of itstotal planned financing and therefore allocated only
60 percent of the planned budget to the SMIC, only 30 percent to preventive/public health programs,
and only 53 percent to the 14 minor programs.

Municipalities are responsible for 50 percent cofinancing of al hospital emergency cases and
capitation payments for outpatient services. Here, too, municipalities funded significantly less than
planned or required.

As aresult of underfunding at all levels, government and government-related entities reimbursed
providers for only 67.5 percent of alowed charges. Another consequence of inadequate resources
isthat government must undertake many of the componentsof reform serially, prolonging the process
and delaying the ultimate benefits.

In addition to Parliament’s occasional indecision and the problem of inadequate funding, Georgia
faces another significant risk factor: ignorance about and/or disinclination toward reform among key
participants. On the bureaucratic/administrative side,

...[The] MOH strives to delegate almost all administrative and financial functions as well as
certain decision-making responsibilities to the lower levels of administration. Probably the
MOH is among the few agencies within the government which really wants to retain policy
making function and relieve itself of administrative tasks. But surprisingly, recipients are
reluctant to accept additional power and corresponding responsibilities. Thus the delegated
functions are hanging somewhere along the administrative axes (sic). Maybe low level
administrators believe that delegated power and responsibilities are not congruent, or they
redize (sic) that they don’t have enough capacity at the present to handle the realignment of
authority. Correspondingly the[health carereform] implementation process progressesmuch
better on the upper level, compared with municipal, regional, district or institutional levels.®’

Indeed, even within the Ministry of Health, it is the highest echelons that seem to demonstrate the
broadest vision, the greatest recognition of the trade-offs necessary between the desirable and the
“do-able,” and the deepest dedication to the sweeping scope of reforms now taking root.

5 UNICEF/HedthNet International, Health Care Reforms in Georgia: An Analytic Overview, p. 15.
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On the provider side, Georgian health care professionals, like their counterpartsin virtualy al of the
FSU, historically have had alimited role in either policy analysis or setting the terms and conditions
of their own work. By and large, physicians in Georgia seem to see few benefits of reform; if they
consider reform at all, most would conclude that their traditional roles and work patterns are at risk.
Past roles and work patterns undermine the solutions to today’s health care problems; change is
necessary, but change is threatening.

Findly, on the citizen-patient side, established habits and patterns of behavior are hard to break. The
peoples of the FSU do not have along history of citizen participationin policy development, and their
current leaders are certainly not used to seeking it. 1n developing health care reform proposals, the
MOH and government of Georgiadid littleto involve citizensand patients. And, for most Georgians,
the day-to-day challenge of securing shelter and sufficient food borders on the al-consuming.
Consequently, those who once saw health care as a “free good” are distressed at the loss of that
benefit.

In sum, though desirable and “obvious’ to the health analysts of the World Bank, WHO, and the
Assessment Team, the content and theoretical construct underlying health care reform in Georgia
do not resonate naturally with providers, consumers, and much of Georgia's bureaucracy. In a
phrase, “most just don’t get it,” and the process of informing, educating, and communicating new
roles, rights, and responsibilities has hardly begun.

4.3.2.2 Access

Aswith the other Caucasus nations, accessto carein Georgiaislimited primarily by costsrather than
by geography, athough winter presents special problems. It is estimated that direct out-of-pocket
paymentsrepresent almost 84 percent of total national health expenditureswhilethe state contributes
dightly more than 16 percent. For those households incurring health care expenses, the average
monthly cost in 1996 was $14, representing 38 percent of the average household monthly income of
$37. But income disparity within the country is substantial, and national averages obscureimportant
financial access difficulties. Fifty-two percent of Georgian households are below the subsistence
level, and the richest 20 percent of the population earns income 85 times that of the poorest 20
percent. Infact, virtually al of the poor and many others are simply priced out of most services.

A special noteisin order regarding access. The SMIC has started issuing vouchers to vulnerables
such as IDPS, who are entitled to free care. Every year for afive-year period, each eligible person
receives five coupons for treatment and five coupons for laboratory services. |DPsreport that they
pay lessfor services than the average Georgian upon presentation of their vouchers, which are billed
as free to their socioeconomic group. In Zugdidi, IDPs receive some services at a separate facility.

One health center manager stated, however, that he had not been reimbursed in the preceding five

months for treating vulnerables who presented vouchers. It will not be long until the delay or failure
to reimburse good faith efforts to honor vouchers likely forces health facility managersto refuse to
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accept vouchersfor provided services. Reimbursement issues are therefore one more constraint that
will limit the poor’ s access to hedlth care.

4.3.2.3 Phar maceuticals

Before 1991, the state was the only body involved in the provision of pharmaceuticals. Medicines
were accessible, strictly monitored, and of good quality, although the list of available drugs was not
based on market demand. Following independence, the state was no longer able to enforce existing
regulations such that asmall but private and highly entrepreneurial market emerged.®® Private sector
licenses allow for huge quantities of imports coupled with imports by humanitarian agencies.

A Nationa Essential Drug Program has been initiated. In theory, state programs provide free or
subsidized medicinesfor in-patient trestment and, on alimited basis, afew out-patient programs. In
redity, availability hasfailed to match needs, and patients often have to purchase their own drugsand
bring them to the hospital. In terms of health-seeking behavior, one health manager in Kutais
summed up the current situation by commenting, “Most of the population comes for medicine, not
for treatment.”

4324 Percelved Quality

A 1997 survey undertaken for the World Bank paints a uniformly bleak picture of consumers
reaction to reform and the health system.®® The respondents viewed health care as good that was
available and free in the preindependence years but financially inaccessible in the postindependence
era. And because of costs, many turn to unlicensed and unqualified care givers even though they
recognize that they are receiving poor-quality care.

At aDecember 1997 seminar, aworking group for the Georgia Program for Strengthening PHC/PH
Services/HIS listed several constraints to the program’'s goal: poor qualifications, skills, and
performance of clinical staff; inadequate suppliesand equipment for essential diagnostics; inadequate
diagnosis, registration, and treatment; overdiagnosis and reporting due to payment policies;
inefficiencies in specialized laboratories; lack of identification and investigation of high-risk groups;
and lack of awareness among the general public of health problems and risk.

The Assessment Team made an unplanned visit to one “showcase’ regiona health center where
senior-level managers enjoyed the additiona benefits of international training and the center itself had
collaborated with an international NGO. The team noticed attractive wall graphs that the managers
contracted out for production but saw almost no evidence that the training had led to changesin the
delivery of services. Inresponseto minimal patient flow, managers proposed attracting more clients
with purchases of improved medical technology, such as sonography equipment, but mentioned

% Wholesale companies grew from six to over 110 and private retail pharmacies to approximately 2,200, with many operating
without a formal license and none reportedly meeting the good manufacturing practice standards.

& Catherine Silansky, “A Qudlitative Stakeholder Analysis of the Progress of Health Reform in Georgia.” The World Bank Project
Coordination Unit—Georgia Health Project, June 1997.
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neither cutting back on overstaffing nor asking directly for client feedback. Among staff, absenteeism
and short hours were apparent. Obvious, too, were private medical activities on the side.

The Georgian medical systemissaid to beten to 15 yearsout of date in training. Competency-based
education is not available in the maternal and child health fields. Most medical and nursing schools
are not accredited. Individuals must arrange specialty training through apprenticeships or
preceptorships.

4.3.2.5 Health Information Systems

Since 1994, WHO and CDC have been working with MOH and regional staff to develop an HIS.
To date, they have selected and revised essential health indicators, identified priority programs,
contributed to health policies, revised routine records, held seminars on a regional database, and
developed a surveillance assessment design, with field work in some areas.

As far as cross-country strategies, the Georgia MOH, with support from WHO and CDC, has
identified the intercountry health information network as a regional focus. It proposes to initiate
communicationswiththe MOHsof Armeniaand A zerbaijan and to establish network communications
for sharing disease data.

At aDecember 1997 seminar, aworking group for the Georgia Program for Strengthening PHC/PH
Services/HIS listed a number of constraints to the operation of the HIS: different surveillance and
notification procedures for various ID; no survelllance for noncommunicable diseases,
nonrepresentation of the current health situation by existing disease and service data; inadequacy of
the data system for management needs, service strategy, and system revision; various recording and
reporting formats; and lack of awareness of international standards of disease control. Key areas call
for developing the following: clinical procedures guidelines, a methodology for assessing clinical
performance; in-service training methods and material for the PHC level of services, an STD/HIV
health education program for schools, health care providers, and public media; a set of management
methods and procedures for use in regions and rayons; functional descriptions and proceduresfor an
integrated public health laboratory system; regiona health indicators databases; and an active
I nternet-based system for sharing surveillance and other healthinformation among thethree Caucasus
nations. The program aso envisons a long-term public hedth training center with a field
epidemiologic training program as the core activity.

4.3.3 Priority Health Problems
4331 Tuberculosis
TB hasincreased markedly since dissolution of the FSU and the end of the war in Georgia. Between

1989 and 1996, the number of TB casesin Georgiaincreased from less than 2,000 to over 16,000,
not including the 4,000 Georgians with a chronic drug-resistant form of TB who will die because of

94



inadequate treatment.”® Georgia s crude incidence of reported cases in 19951996 was 327.8 per
100,000 population, higher than the estimated ratefor 1995. Annual incidence (new cases) has been
estimated at 105.2 to 177.8 per 100,000. About 85 percent of TB cases are pulmonary. The IDP
population is said to have atwo to three times greater incidence of TB than the general population.
TB isamajor problem in prisonswith 5 to 10 percent (800 cases annually) of the prison population
afflicted with active TB.

Implemented in 1995, the Nationa TB Program (NTB) has noted that about one-third of all
treatmentsfail dueto noncompliance. Specialized TB facilitieshavenot followed the DOTSand have
not been accessibleto most patients. Only 55 percent of multidrug-resistant cases can be cured. Case
detection is problematic owing to the poor quality of smear microscopy and laboratory services and
facilities, which, in turn, is a function of inadequate resources, outdated equipment, and poor staff
training. The past reliance on chest X-raysfor case detection is outdated and not cost-effective. The
Atlanta-Thilis Partnership proposesto assist in training regarding directly observed therapy, DOTS,
improving laboratory support, conducting a drug susceptibility survey, and evaluating patients who
are coinfected with HIV.

Withintheregion, Georgia SNTB programisnot only ahead of itsneighborsin termsof standardized
treatment protocols, but it is also proposing to integrate with general medical care and PHC service.
The national program budget stands at approximately $2,800,000; in-patient costs are ten times
greater than out-patient costs. Of the 1,000 hospital beds in the country, 570 arein Thilisi. More
specificaly, with the support of the Atlanta-Thilis Partnership, the NTB plans to decentralize care
from TB facilities and to integrate TB care into PHC practice outside the capital city. Thegod isto
decrease noncompliance, improve cure rates, and upgrade laboratory diagnostic skills for primary
detection of cases.” The program will be pilot tested in Gori district; PHC units and nurses will be
trained as case managers and socia workers. To support the work, the CDC has just completed an
HIS project in Gori for a case-based surveillance system. In addition, 12 microbiology laboratories
(one for each region) are planned. GTZ will fund an IEC around TB later in 1998.

43.3.2 Sexually Transmitted Diseases (STDs)

Data on STDs are lacking in large part because programs for STD prevention and treatment are
verticaly organized. Moreover, the absence of both a medical referral system and clinical practice
guiddines as well as flaws in the communication and transport system contribute to the problem of
poor data and inadequate treatment. The 75 facilities in Georgia that can provide STD care and
treatment do not promote symptomatic treatment as recommended by WHO. Delayed treatment and

™ National TB Program and |CRC Reports, reference no. 2.

" Thiswill leave the more difficult referral cases such as pediatric TB, abscesses, and complicated pneumoniafor the TB Institute
(TBI). The MOH has accepted this strategy, but the TBI senses resistance on the part of doctors.
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highinfectivity resulting from economic migration> may mean increasesin HIV incidence (facilitated
by STD infection). Increasing numbers of unskilled abortions (septic techniques), moreliberal sexual
behavior, and inadequate health education are all factors in the increase in STDs and secondary
infertility.

A public self-supporting ingtitute, the Thilis Dermato-Venereology Disease Research Institute,
collectsinformation from each venereal dispensary in Thilis aswell asfrom prenatal clinics, although
it has difficulty collecting data from private consultations and from outside Thilisi. Theincidence of
trichomonas is rapidly increasing, with possibly four out of five women infected. The STD rate
among refugee women appears to be growing.

Theingtitute charges approximately $70 for syphilistreatment; private sector providers charge $200;
nonethel ess, some patientspatroni ze private providers—and pay significantly moreto do so—because
they are assured confidentidity. Fear of discrimination or publicity may mean that some patients do
not seek treatment at all.

4.3.3.3 HIV/AIDS

A National AIDS Registry was organized in 1988. Of the 50 reported cases of HIV/AIDS, 17 had
AIDS and nine died. The magjority of the cases involved men, with intravenous drug use the main
route of transmission in a little over half the cases. The fact that 52 percent of the cases were
reported in the last two years supports perceptionsthat the HIV/AIDS epidemic israpidly escalating.
Based on anal ogies with other former Soviet countries, Georgia offers an opportunity for prevention
efforts before the epidemic becomes too large and costly to handle.

The following factors contribute to Georgia' s HIV/AIDS epidemic:

. Some 60 percent of HIV cases are intravenous drug users (Healthnet).

. In 1994, only 19 percent of blood donors were screened for HIV.

. The number of commercia sex workersisincreasing.

. Only 60 percent of blood is screened for HIV.

. Georgia lacks a genuine blood bank.

. The government-supported AIDS center suffers from electrical outages and inadequate test
supplies.

. Tattooing is a common practice.

. Poor protection of health workers (failure to cap needles, absence of collection containers,

few gloves, inadequate protection during surgery) and lack of proper sterilization result in
needless exposure to disease.
. Providers lack information on universal precautions.

2 Ukraine—where “the number of newly diagnosed HIV infectionsincreased from 40-80 per year from 1988 to over 1,500 per year
in 1995-96. Similarly, there has been atenfold increase of the number of syphilis casesin Ukraine between 1991-1995" (Atlanta-
Thilisi Partnership Plans 1998-2000 Working Draft, p. 17)—provides a sobering example of the scenario that could well unfold
from afailure to prevent the spread of HIV.
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Current health education approaches may be counterproductive. A series of four posters for a
national health education campaign on HIV prevention was fear-based and uninformative about how
to prevent infection.

The budget for the national HIV/AIDS program for FY 1997 was $1 million for prevention,
surveillance, clinica care and training, and administration.

With regard to high-risk groups, homosexuality was a crime under the Georgian crimina code until
1992 and was punishable by upto eight yearsinjail. Homosexua men generally do not use condomes.
Asfor drug addicts, 4,000 are officially registered asaddicts. They are usually young people between
18 and 25 years old; women make up 10 to 15 percent of the total. There are 2,000 registered
intravenous drug users. Officia registration statistics aside, a better estimate of drug users may be
50,000. Porous borders and the geographic isolation of Georgia make it atransit state for drugs.
A fina high-risk group iscommercial sex workers. Many are young girlsor prostitutes coming from
Turkey.

The establishment of the Georgian National AIDS Program in 1993 was followed by the passage of
laws for mandatory testing and widescale sexua health education campaigns. Although voluntary
testing is available on request, HIV testing has become compulsory only for blood donors and is
carried out in less than one-fifth of the donated units. Moreover, the cost of blood screening is5 to
37 lari (approximately $4 to $28). Some patients apparently are eligible for free screening, but
relevant health care workers were unsure who qualifies for the exemption.

4.3.4 Primary Health Care lssues

Although contestable, the latest figures state that the infant mortality rateis 18 per 1,000 live births.
Other estimates” are nearly double this figure, with the IMR closer to 35 per 1,000 live births. The
numbersarerising, in part possibly because of better reporting but also because basic primary health
services are deteriorating. Although acute respiratory illness has been the leading cause of infant
mortality, perinatal causes now top the list.

4.3.4.1 Vaccine-Preventable Diseases

A 1998 CDC report notes that diphtheria peaked in 1995 with 429 cases and has not declined as
rapidly as expected.” Children under 15 years old accounted for 47 percent of cases and 60 percent
of deaths. In 1996-1997, 40 to 50 percent of adult cases were unvaccinated as were 64 percent of
deaths among adults. Reported DPT3 coverage for 1992—1995 was less than 60 percent but more
recently was said to be 83 to 92 percent. CDC doubts these figures because of large discrepancies

” Alfred Brann, M.D., Emory University School of Medicine. Personal communication with Clydette Powell.

™ UNICEF funding grantsfrom USAID for 1996-1997. Includesimmunizationin all three Caucasus countries, sick-child initiative
in Azerbaijan, etc.
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in reporting and population size estimates. The 1996 UNICEF reports put the Thilisi coverage at
only 39 percent, with Abkhaziaaslow as 28 percent and Kakheti as high as 96 percent. In addition,
WHO standards for vaccination, contraindications, and case management may not be consistently

applied.

Immunization coverage has increased since the 1995 childhood disease peak. Coverage for poliois
now 96 to 97 percent, and diphtheria coverage is estimated at 92 percent or higher.” In addition,
rates of acute respiratory infection and diarrheal diseases have dropped. Much of the success in
primary health care and preventive health initiativesisthe product of UNICEF strategiesfor tackling
childhood diseases.

4.3.4.2 Reproductive Health

With Georgia s maternal mortality rate exceeding that of Armeniaand Azerbaijan (the datafrom the
|atter two countries may suffer from considerable underdetection), reproductive health issuesremain
apriority. Half of maternal deaths occur in women under 30 years of age. Abortion isthe primary
meansof birth control. Analysisof the1997 MMR indicatesthat 22.9 percent of deathsresulted from
abortion; the average life-time abortion rate was 3.73 per woman and may be higher.

Although abortion, perceived as less costly than other methods, is awidely practiced method of FP,
the church does not actively voice its opposition. Ora contraceptive pills are sold only by
prescription, but neither they nor IUDs are widely available. On the other hand, condoms are easily
obtained in pharmacies. A 1996 survey of knowledge, attitudes, and practice showed that one-third
of 20- to 39- year-olds were aware of family planning concepts but that only 10 percent understood
the details of family planning techniques. Most information regarding family planning comes from
sources other than health care professionals. Medical, nursing, midwifery, or pharmacy students
receive no training in FP; limited training started in late 1997 for gynecologists and some midwives.

Study after study hasindicated the need for |EC targeted to both women and men. The dramatic fal
in birth rates secondary to increasing rates of abortion for purposes of contraception demonstrates
that families need better information regarding contraceptive choices to ensure more informed
decision making.

While previous studies have evaluated the status of reproductive health in Georgia, certain facts bear
repeating. The problem of STDs and HIV/AIDS and the need for family planning continue to grow
rapidly. Statistics vary widely among sources (e.g., CPR for Georgia ranges from 25 to almost 30
percent), but all indicate that incidence rates are increasing dramatically even as preventive,
diagnostic, and treatment programs remain inadequate. Lack of funds has precluded the government
of Georgia from including family planning servicesin its basic benefit package.

Other related findings follow:

™ Epicenter (Andre Sasse), Diphtheria Outbreak in Georgia, 1994.
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. Maternal mortality ratesof 57.8 per 100,000 live births are four timesthe WHO target for the
European region.

. Almost one-half of deaths occur among women under 31 years of age.

. Lack of infrastructure, the introduction of payment systems for prenatal care (theoretically
free), and geographically limited access have contributed to more home births.

. About 23 percent of births are to unmarried women.

. The perinatal infant mortality rate is 20 to 39 per 1,000; 40 percent of infant deaths occur in
the first seven days and 80 percent in the first three days.

. Both high abortion rate and low prevalence of modern contraception (1 to 2 percent) have

led to adramatic fall in the total number of births per year.

Moreover, poor integration of prenatal, intrapartum, postpartum, and neonatal services, along with
the MOH'’ s outdated (1986) general operating guidelines, compounds the problem described by the
above statistics. Clearly, the statistics are amandate to refocus activities and programs on maternal
and child health and reproductive health within primary health care.

4.3.4.3 Lifestyle Issues

In addition to cardiovascular and ischemic heart diseases and cancers as the leading causes of death,
Georgia has seen significant increases in menta health problems and drug abuse. These trends all
point to an overstressed economy in which smoking, alcohol use and abuse, and disruption of family
life have begun to shift lifestyle issues to the forefront of public health advocates agenda, replacing
to some degree more traditional concerns such asimmunization and ARI/CDD.

4344 Nutritional Concerns

Forty percent of pregnant women and infants suffer from iron deficiency anemiawhile 63 percent of
school children are iodine deficient. Legidative activities and micronutrient supplementation have
only partly addressed nutritional needs.

4345 Phar maceutical |ssues

In 1995, the Cabinet of Ministers and the MOH enacted a resolution to regulate and monitor
pharmaceutical provision; registration of imported drugs is coupled with fees for each drug.
Nonetheless, illegal drug importation accounts for up to half of the drugs in the marketplace.
Humanitarian agencies supply Georgiawith about 75 percent of al legally imported medical goods,
including drugs.

WHO, with support from the UK Know-How Fund, has provided the MOH with assistance since
1994. Theavailability of essential drugs hasincreased to about 50 percent of market demand. MOH
reports show increased consumption of alimited range of low-cost essential drugs. A national health
policy is being drafted with help from WHO. It is expected to include a national drug policy andis
anticipated to be adopted in late 1998, replacing the current 1995 policy document.
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WHO has proposed and the MOH has accepted new mechanismsfor providing hospitalswith quality
drugs at reasonable and affordable prices. Pilot hospitals follow the national essential drug list and
accept standard treatment guidelines. The national drug formulary is seen as an important initiative
but has not yet achieved widespread use. The Children’s Hospital has made a strong commitment
to improved use of antibiotics, and WHO support in developing methodol ogies to monitor the use
of antibiotics is being implemented. The School of Pharmacy is in the process of revising the
curriculum for pharmacy studentsin accordance with WHO recommendations. Hospital pharmacies
are squeezed by the difficult financia situation, and wholesalers do not want to sell to hospitals
because they are not reliable payers.

435 Past USAID Assistancein the Health Sector

USAID has generally focused on both helping Georgiameet the critical challenges of economic and
democratic transition and providing humanitarian assistance to the most vulnerable groups. To date,
USAID-assisted health programs have been limited to the following:

435.1 CDC and Health Information Systems

From December 1992 through August 1996, the U.S. Centers for Disease Control and Prevention
(CDC) provided technical assistance, training, and equipment to help the Georgian Ministry of Health
reform its public heath information system. Efforts included restructuring public health
epidemiologica practices and upgrading public headth surveillance capabilities. Specific activities
focused on modern epidemiology, biostatistics, and scientific communications;, providing
internationally accepted working case definitions; indicator selection; developing the capacity to
publish an epidemiological bulletin; and establishing a data line for the collection, analysis, and
reporting of health information. For a variety of reasons, the assistance has had less impact in
Georgiathan in Armenia

4.35.2 Hospital Partnership

The American International Health Alliance has supported asuccessful partnership among the Emory
University School of Medicine, Georgia State University, Grady Memorial Hospital of Atlanta, and
Thilis State Medical University and City Hospital No. 2 in Thilisi. The partnership has focused on
a broad range of areas, including health policy reform, health management, nursing education and
professional devel opment, maternal and child health, medical library andinformation services, medical
education reform, EMS training, and clinical practices.

4.3.6 Other U.S. Government Programs
Other U.S. government assistance to Georgia shealth sector includes support to UNICEF toincrease

measl escoverage under Georgia schildhood immunization program; hospital equipment and supplies
donated by the U.S. Department of Defense; distribution of humanitarian pharmaceuticals; feeding
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programs for vulnerable populations; shelter and heating assistance; assistance in food production;
and medical, psychosocial, and employment programs for disabled adults.

In addition and in accordance with congressional directives, USAID will initiate areproductive health
program in Armeniain FY 1998 to decrease extensive reliance on repeat abortions as a method of
contraception. USAID/Caucasuswill launch the program by conducting information, education, and
communication (IEC) campaignsto promotegreater knowledge, acceptance, and adoption of modern
methods of contraception. The campaign will also promote the prevention of sexually transmitted
diseases (STDs) and HIV/AIDS.

4.3.7 Other Donors

Other than the United States, the major donors active in the health sector are WHO, the World Bank,
UNICEF, UNHCR, ECHO, the UK Know-How Fund, WFP, UNFPA (through UNDP), Canada,
Israel, Germany (through GTZ’s medical project), and the Soros/Open Society Ingtitute. USAID’s
assistance has mainly been through the Save the Children umbrella grant, a PASA with CDC, and a
Partnership grant with Emory University systems for the Atlanta-Thilisi Health Partnership. Other
humanitarian aid donationsto IRC, the Salvation Army, and other U.S. PV Os have been channeled
through SCF-USA. Other NGOs active in hedth services in Georgia include Accion Contra €l
Hambre (ACH), UMCOR, IRC, MSF-Spain, ACTS, the Georgian Foundation, Health Net
International, and OXFAM. International organizationsactivein healthalsoincludel CRC and I FRC.

Most of the international assistance to Georgia started in 1992 as a direct result of the war in
Abkhazia. The activities undertaken by most partners continue to exhibit a predominance of
humanitarian aid, although more and more of today’s international partners are involved in longer-
term community development and national health reform. The MOH needs to make a conceptual
shift away from the notion that humanitarian aid will continue to subsidize its socia sector
obligations. Indeed, agradua but steady movement away from this dependency isvery much needed,
particularly now that efforts are already underway to mold and shape reform efforts before they are
cast in stone. A few internationally assisted projects have been ingtitutionally integrated into the
MOH structures or strategies; those few that are not integrated are not disseminating the lessons
learned widely or rapidly enough for others to avoid their mistakes. Other than the populations
covered by humanitarian aid (mainly commodity distribution and some minor services), most of
Georgia s vulnerable groups have little or no access to quality health services. In acountry with a
mere 5.4 millioninhabitantsand over 20 international organizationsand half asmany donorsworking
over the past five to six years, there is clearly no paucity of supply. At the nationa level, too many
interventions, often implemented in the same health reform area (e.g., heath information system
support), are taking place, with digointed implementation and considerable confusion within the
MOH as to the purposes of each or al projects. The international partners have had an even less
favorable impact on Georgian public opinion toward reform, particularly given no real tangible gains
accruing to amajority of the population despite reforms in the system. Disillusionment is coupled
with a sense of powerlessness at certain levels.
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4.3.8 Recommendations

Budget Reproductive Health FYo8-1.15 FY99-16; FY00-16
(al estimated) Partnerships FY98-0.3; FY99-25 FY00-25
Other FY98-23; FY9-10; FY00-10

4.3.8.1 Major Options Not Developed

4.3.8.2

Bricksand Mortar (including water and sanitation; expanded humanitarian assistance; drug
production, procurement, and distribution; equipment; building rehabilitation, etc.);
Rationale: USAID should focus its efforts on capacity-building activities that affect all
diseases and not on financing commodities, expanding humanitarian assistance, or investing
in vertical, disease-specific programs.

Disease-Specific/Vulner ables-Specific Interventions (such as TB or other infectious
diseases; cardiovascular or other chronic diseases; environmental health; and mental health,
disabilities, and other specia vulnerable groups);

Rationale: Theregion hasadynamic epidemiological profile. Just asdonors have been called
upon to address diphtheria in the past and tuberculosis now, the team was generally
concerned that those efforts would have little impact or not be sustainable unless systemic
issues, which affect al diseases, are addressed through capacity-building activities. In
addition, there was concern about devel oping a sense of entitlement/welfare mentality, which
might be counterproductive and is economically insupportable.

Personnel Training (including continuing medical education; provider retraining; medica
training curriculum development; MOH skills development);

Rationale: Many of these activities are components of options presented elsewhere or
supported by other donors; the team’s view was that skill weaknesses are better addressed
through efforts directed at broader, systemic capacity building rather than through narrow
efforts focused on training per se.

Selected Optionsfor USAID Consideration

Theteam’ skey recommendationsto USAID, detailed in the Recommendati ons section of the Options
Matrix (Section 2.1), are threefold. We urge support for

1.

2.

information, education, and communication efforts in reproductive health;

“making health care reform work for us’ by building on the UNICEF model to stress
development of a full understanding among subnational units of government, providers of
services, and the population of their new roles, rights, and responsibilities necessitated by
changes within the health care system; and
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3. improving the health information system so that its product is timely, consistent, and useful
to users/decision makers at the national and subnational levels.

The OptionsMatrix (Section 2.3) spellsout additional options, including the management burden and
intermediate results.
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ANNEX A
A Note on Epidemiologic Considerations

Before appreciating the significance of a country’s health statistics, the reader must be aware of data
constraints and limitations. A review of the data available to the team indicated that various sources
guote different statistics. In addition, case definitions vary and different denominators may not allow
easy comparisons. For example, abortion rates may have been expressed as number per 1,000 live
births in some data sets or as number per 100,000 women of child-bearing age (CBA) in other sets.
Another example concerns data on ARI deaths, whereby deaths may have been expressed as deaths
per 1,000 live births or as a percent of deaths in children under one year of age.

Other factors, such as reporting on detection biases, can modify the true meaning of health data.
Biased data sources, notably hospital-based data, preclude reporting on ambulatory statistics.
Suppression of data may be at work; for example, the government may chose not to disclose total
numbers. Some subsystems may not even report data, e.g., TB in jailsmay not beincluded in overal
TB statistics. HIV/AIDSand STD datamay be considered sensitive and therefore are underreported.
As a carryover from the Soviet era, overreporting may occur in areas that cannot afford to “look
bad,” e.g., EPI coverage. Moreover, some data “hiding” still occurs where HIS officers have not
grasped the value of datafor program funding and greater technical assistance and support.

As demonstrated by infant mortality rates, case definitions can influence the significance and
interpretation of acountry’ shealth statistics. For example, counting only live birthsweighing at least
2,500 grams, the IMR may underestimate actual conditions. Becauseinfantsof very low birth weight
(under 1,500 grams) experience higher mortality rates, they raise the IMR considerably when their
statistics are weighted. For example, the official IMR for Georgiais 18 to 21 deaths per 1,000 live
births; however, by including births under 1,500 grams (the IMR is 800 to 900 deaths per 1,000 live
births), the IMR increases to as much as 55 to 79 deaths per 1,000 live births.

Baselines may be missing or inaccurate or methodologies may not allow generaization of findings;
datamay not be representative because of the sampling frame. Occasionally, statistical tables provide
only absolute numbers or numerators without any sense of the denominators. Lack of distinction
between incidence and prevalence data, changes in population growth, and selective mortalities
(which make a decreasing number of cases look like improvements when increasing deaths are the
cause of lower prevalence) all may lead to misinterpretation of trendswhen assessing health statistics.
Failure to disaggregate data into either incident (new cases) or prevalence (existing) may giveriseto
double counting.

Lack of cooperation between various departments, e.g., those responsible for HIV and STD, may
mean that data sets are incomplete or duplicates. For example, HIV tracking in Armeniafalls under
the Department of Hygiene and Epidemiologic Surveillance while STD tracking falls under the
Department of Prevention and Treatment. The departments report to different components of the
MOH and have separate budgets and strategic plans and IEC efforts, thereby weakening both
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departments’ data collection efforts and at times|eading to public confusion regarding whether HIV
isaSTD.

Lack of apublic health and prevention mentality often means that no contact tracing occurs and that
passive surveillance underdetects and underestimates the magnitude of ahealth problem. Thisismost
critical for stealthily communicated diseasessuch asHIV, STDs, and tuberculosis. Theformer Soviet
practice of relying ontheloca policeto track casesstill carries over in some areas, with the attendant
fear of reporting or discovery. Moreover, the public's easy access to private pharmacies and self-
treatment translates into nonreported cases. Reporting is compulsory for only some diseases such
as syphilis.

These epidemiologic concerns mean that regional strategies will have to work through consensus so
that case definitions, reporting systems, and even reporting forms are standardized and user-friendly.
In cases where one country may be further along the learning curve than the others, a forum for
exchange and assistance can ultimately lead to a win-win situation. Regional HIS managers must
develop greater capacities for understanding and implementing their local systems. In addition, they
need to learn how data can be converted into information for decision making—for example, by
displayinginformation graphically for easier absorption by nonnumerically inclined higher authorities.
As previoudly noted, ANHAIC now has some of those capabilities and, supported by CDC/WHO,
could be of assistance in sharing lessons |learned, promoting the rewards of awell-functioning HIS,
and describing the benefits of the potential power contained in health data about the health of the
population.
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ANNEX B
ASSESSMENT OF THE HEALTH SECTOR IN THE CAUCASUS
SCOPE OF WORK
l. SUMMARY

This assessment is being conducted at the request of USAID/Caucasus. It isintended to provide
USAID/Caucasus with:

. A synthesis overview of the health sector in the Caucasus region,

. Options and recommendations for a health strategy and set of activities which are
technically, economically, socialy and politically sound;

. The rationale, foundation, scope and future direction for USAID-funded activitiesin
the health sector in the Caucasus (region and individual countries)for the next fiveto
seven years.

The Caucasus region includes the countries of Armenia, Georgia and Azerbaijan (and the regions of
Abkhazia and Nagorno-Karabak) each of which face diverse health, socio-political and economic
situations.

. BACKGROUND

Countries of the Caucasus region suffer from the same health problems as other NIS countries; but
with perhaps a proportionately heavier disease burden and more serious infrastructure and systemic
issuesdueto lingering internal conflicts. Generaly speaking, USAID has concentrated on assisting
the countries of the region to meet the critical challenges of economic and democratic transition, and
providing humanitarian assistance to the most vulnerable groups.

To date health has not been a priority sector for USAID activitiesin the area. USAID assistance to
date has focused primarily on family planning programsin Armeniaand Georgia, activitiesby CDC
to strengthen the health information systemsin Armeniaand Georgia, hospital partnership programs,
and health related humanitarian assistance. More recently, however, USAID has begun to reassess
its assistance strategies in the countries of the Caucasus region, and has indicated its readiness to
consider the inclusion of additional health activities within these strategies. Factors contributing to
this change include increases in the amounts of health assistance resources available to the Agency
for use in the region, and a strategic decision to move USAID’ s role in these countries beyond its
current emphasison humanitarian assistance and relief, and into amore mature, devel opment-oriented
relationship with partners in the countries of the Caucasus.
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1. PURPOSE OF ASSESSMENT

This health assessment will help USAID/Caucasus determine the best direction for health sector
activities, integrated into both country-specific and broader regional strategies. To the extent
possible, the assessment will beasummary and synthesisof information available and work previously
completed. Whileitisnot intended to be exhaustive, it isexpected to be complete enough to provide
USAID with adequate justification and rationale for the directions chosen and recommendations
made. Once the assessment report has been completed, it will be used as the basis for further
discussions among USAID/W and the participating USAID missions toward the development of
health assistance strategies in the three countries.

V. ACTIVITY DESCRIPTION

Conduct an assessment of the health sector environment in Armenia, Georgia and Azerbaijan, to
focus on the following topics. These topics, moreover, shall also serve (along with an executive
summary) as an approximate table of contents for a single report to be prepared by the assessment
team:

1. Socio-Economic and Political Context: Briefly describe

a) Key socio-economic indices for the populations of the three countries
(population size, mortality, income, literacy, etc.)

b) The political/security environment

¢) Current public policies that affect the availability of and access to headth care
services in the public and private sectors

d) Key trends, official attitudes toward policy reform in the health sector

€) The environment for privatization and private investment in the health sector

f) Household-level economics, including spending on health care

2. The Health System: Briefly describe

a) The structure, range and quality of health care services (public and private
sectors) in the three countries; include a brief description of the availability of
and access to essentia drugs and vaccines.

b) Public access to health care services, with specific reference to under-served
elements of the population

¢) The health sector financing systems utilized to determine and allocate resources
at national and loca levels; provide estimates of the funding flowing through
these systems

d) Health sector reform measures in place or under consideration in the three
countries

€) The caliber and effectiveness of managers at health care delivery facilities



3. Priority Health Problems:
a) Provide epidemiologica profiles which outline the mgjor hedth problems in
each country, with specific attention to the health of children and women
b) Note the role of manutrition, if any, in exacerbating health problems
c) Describe the capacity of the public and private health care systems to respond
to these priority health problems

4. USAID Assistance to Date in the Health Sector:
a) Summarize USAID assistance to date in each of the three countries
b) Comment on extent to which this assistance responds to the priority health
concerns noted above

5. Other Donor and NGO Activities:
a) Summarize other-donor and NGO assistance in each of the three countries
b) Comment on extent to which this assistance responds to the priority health
concerns noted above

6. Optionsfor USAID Involvement:
a) ldentify high priority opportunities for USAID/Caucasus participation in health
sector assistance
b) Identify USAID’s comparative advantage in pursuing specific health assistance
opportunities
¢) ldentify funding constraints and issues which may affect USAID’ s responses to
priority health problems, e.g., earmarks in women’'s reproductive health,
partnerships, etc.

7. Conclusions and Recommendations: On the basis of the foregoing analyses,
a) Suggest an integrated and strategic approach to the sector
b) Outline a draft strategic framework, including possible strategic objectives and
intermediate results
C) Suggest a possible range of program activities
d) Identify critical areas needing further assessment

V. METHODOLOGY

A five-person team, as described in Section VI, will undertake this assignment as follows:

1. Prior to the team’ s departure for fieldwork, the Public Health Advisor and the local facilitator will
collect health sector documentation in Washington and thefield. To thefullest extent practicable, this

documentation (especially that collected in Washington) will be distributed to other members of the
team two weeks prior to the team’s departure for the field.



2. The full team (minus the local facilitator) will meet in Washington for a one or two day team
planning meeting (T.M.) prior to the team’ s departure for the field. The team planning meeting will
clarify the respective roles of the team members, including drafting assignments for portions of the
team report.

3. Prior tofield work, theteam will meet with (or speak by tel ephone with) representatives of USAID
(desk officer, BRM, ENI/DGSR/HRHA, G/PHN), CDC, participants in the AIHA “Partnerships’
program (e.g., the Atlanta-Thilis partnership at Emory Univ. and Grady Memorial Hospital), the
World Bank, other donors and PV Os to discuss the purposes of the assignment and to solicit views
toward development of a USAID health assistance strategy in the countries of the Caucasus. These
meetings/callswill be coordinated by the Public Health Advisor, and are expected to require not less
than two days of team effort.

4. Prior to the initiation of fieldwork, the local facilitator and USAID/Caucasus will arrange and
schedule meetings with key MOH, NGO and other-donor counterparts. USAID/Caucasus will also
coordinatearrangementsfor team transportation, hotel accommodations, driversandinterpreters, and
other support required to facilitate the team’s work in the field.

5. The tentative field itinerary will include one week each in Armeniaand Georgia, and four daysin
Azerbaijan. Upon completion of field work, the team will spend three additiona days in either
Yerevan or Thilis to prepare aninitia draft of the team report. Total time for fieldwork, excluding
international travel: approx. 3-and-a-half weeks.

a) Upon arrival in Y erevan, the team will review its work plan and proposed schedule with
USAID, and will revise them as needed.

b) In each country, the team will meet with key USAID regional and country staff and with
key MOH, PV O/NGO, private sector representatives. During itscountry visits, theteamwill conduct
limited vigits to representative sites (candidates will be discussed prior to travel). During these site
vigits, the team is encouraged to talk with health care providers, managers of health care provider
institutions and with patients and clientsin order to solicit “ customer” viewsregarding priority health
concerns and actions needed to address them.

) By end of first week in the region, the team will begin devel oping health assistance options
and their rationale. During theteam’slast two daysin Yerevan or Thilis (TBD), the team will work
with USAID representatives to clarify the team’ s findings, conclusions and strategy, and to identify
initia activitiesfor USAID assistance in the health sector. Onitsfinal day in Yerevan or Thilis the
team will present averbal briefing (and an annotated outline) to USAID staff on the team’ sfindings,
conclusions and recommendations.

6. The Hedlth Planning and Policy Specialist (Team Leader) and the Public Health Specialist will

prepare an initial draft of the team report, with inputs from rest of team. Following distribution of
the draft report to the entire team, the Team Leader and the Public Health Specialist will finalize the
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report--relying as needed on conference calls and/or virtual participation of other team membersto
clarify/correct inconsistencies or ambiguities in the report.

VI.

1.

5.

6.

SUGGESTED TEAM COMPOSITION

Health Planning and Policy Specialist (Team Leader): Requires experience in hedth
policy reform, including analysis of policy options for hedth care reform; analysis and
estimation of the components of existing and proposed health care financing programs in
the public and private sectors.

Required LOE: 39 days, including one week in Washington for assignment briefings and
preparation; three weeks fieldwork; four days travel, and eight days for report preparation.

Public Health Specialist - Requires prior experience in the Caucasus, especially in the
assessment of health conditions and devel opment of appropriate/feasible donor responsesto
such problems. Must have excellent conceptua and drafting skills, asthis consultant will have
primary responsibility for preparation (with other team members) of theteam report (draft and
final).

Required L OE: 47 days, including three weeks in Washington for document collection and
analysisand assignment preparationswith USAID missions; three weeksfieldwork; four days
travel; and two weeks for report preparation

Physician/Epidemiologist - Requiresprior experiencein the assessment of health careissues
in the region, and in the examination, analysis and interpretation of epidemiological datato
help determine implications for program reform. Working knowledge of CDC effortsin the
areaaplus.

Required LOE: 35 days, including one week in Washington for assignment briefings and
preparation; three weeks fieldwork; four days travel; and eight report preparation.

Local Facilitator/Interpreter - Requires good familiarity with the health structure in the
region and key policy and decision makers in the health sector, especialy in Georgia and
Armenia.

Required LOE: 32 days, including two weeks for assignment planning, scheduling,
logistic arrangements, etc., and three weeks fieldwork.

USAID/Caucasus PHN Officer - Recruitment for this position is under way. .

Economist, project/strategy/program design advisor - Paul Holmes, ENI/DGSR

A contractor will provide consultants for position nos. 1, 2, 3 and 4 above (Total contractor L OE:
153 days), and would be authorized to undertake a six-day work week in the field. USAID will



provide the services of the Economist/Design member of the team (Holmes) and possibly one
additional person to be identified by ENI/DGSR/HRHA.

VII.

ADDITIONAL INSTRUCTIONS

Utilize/build on previous assessments and exi sting dataand documentsto the maximum extent
possible (including WWW)

Recruit the Public Health Specialist as soon as possible to begin collection, analysis and
distribution of health sector documents, coordination with other team members, and
scheduling of activities in Washington and--in conjunction with the local facilitator--in the
region..

Planned start date for travel to Caucasus: May 1, 1998.
Once the team’ s final report has been submitted to USAID (within one month of the team’s

returnto the U.S.)The USAID PHN person will continue to refine strategy and objectivesto
enable clear decisions concerning specific activities and options by mid summer.
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ANNEX C

ContactsList

PREDEPARTURE CONTACTS
The World Bank

Laura Rose*
Health Economist, Human Development Sector
Unit/Europe and Central Asia Unit

Tom Novotny*
World Bank Health Consultant on loan from CDC

Dr. Haroutune K. Armenian*

President, Armenian-American University
Professor, Department of Epidemiology
School of Hygiene and Public Health

Dr. Alfred Brann*

Professor of Pediatrics

Director WHO/CC

Emory University School of Medicine

Lorelel Goodyear
Reproductive Health Coordinator, IRC

Elizabeth Jackson
Women's Commission on Refugee Women and Children

Dr. Kim Hakimian*
Former Head AUA-Center for Health Services Research
(CHSR)/Armenia

Dr. Ken Walker*
AIHA: Atlanta-Thilis Health Partnership

Anthony Richter
Open Society Institute

Tim McCulley
American Red Cross

Paul Martin
UNICEF

Steven Hansch
Refugees International

Taylor Magner
Winston Foundation
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USAID

Mary Jo Lazear and Willa Pressman*
Kent Larson*

Frank Gillespie*

Dagne Kreslins*

Paula Feeny*

U.S. Department of State
Russ Hardstey,* SNIS

Suzanne Petroni*
Program Officer, BPRM

Betsy Lippman*
Program Officer, BPRM

CDC
Scott McNabb*

NIH/Fogarty International Center

Natalie Tomitch

* Predeparture meeting or teleconference(s)



ARMENIA CONTACTS

Gagik Stamboltian
Minister of Health

Dr. AraTer-Grigorian
Director, Department of International Affairs,
Foreign Affairs and Humanitarian Investment

Dr. Susanna Hayrapeyan
Head, MOH-World Bank Project Management Unit

Ararat Mkrtchian
Head, State Health Agency

Harley D. Martin
Marketing Manager, U.S. Embassy, USDA-Marketing
Assistance Project

Sapy Akaragian, RN, MN, FIAN
Director, International Nursing Center
Armenian Relief Society

Dr. Samuel H. Sukiasyan
Director, Institute of Mental Health and Rehabilitaton

Sevak H. Avagyan
Director, Mother and Child Health Center

Craig Noren, USAID Program Officer
Gayane Tovmassian, Program Development Assistant
David Lieberman, General Development Officer

Cristine Avakyan
Armenian Relief Society

JoAnnaVan Gerpen
Resident Program Officer, UNICEF

William Ward Kingkade

Chief Technical Advisor

Pilot Census Project

Representative of Armenia, Minister of Statistics, State
Register and Analysis

Dr. Robert McPherson, AUA
Associate Director, Center for Health Sciences Research
American University of Armenia (AUA)

Dr. Svetlana G. Topchyan
Program Officer, UNFPA

Babken Babjanya
Project Officer, World Bank
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Dr. Rasmik Abrahamian
Director, Republican Center on Perinatology, Obstetrics
and Gynecology (MOH)

Alina Kushkyan
Head of Nursing College, Erebuni Hospital

Harotune Kushkyan
Hospital Head, Erebuni Hospital

Judy Wollen
Project Officer, UMCOR

Marti Hietalanti, Delegation Head

Dr. Miariam Sianozova, Medical Coordinator
Tatjana Tosic, Humanitarian Relief

IFRC

Pier Capdegelle
Elizabeth Winship
Country Representative
OSl/Soros

Dr. Karen Babayan

Director, Medical Scientific Center of Sexually
Transmitted Diseases and Dermatology of MOH,
Republican Hospital (Y erevan)

Dr. Harout Tanielian

Medical Scientific Center of Sexually Transmitted
Diseases and Dermatology of MOH, Republican Hospital
(Yerevan)

Schulyer Thorup
Country Representative, CRS

Gunter Schmidt

Project Leader, Health Management Assistance Project
Lieselotte Schmidt

Health Information Management Expert

George Anayiotos
Resident Reperesentative, International Monetary Fund
(IMF)

Dr. Toraf Gustav Hasvold

Public Health Advisor to the Ministriesin Armenia and
Georgia

WHO/Regional Office for Europe

Antonio Montalto
Country Representative, ICU (Instituto per la
collaborazione universitaria)



Olga Ghazarian
OXFAM-UK/Ireland

Sylvia Etian
Country Director, Peace Corps

Professor Vladimir Davitian
Director, National Health Information Services
Center/MOH

Mary Khachikyan
Director, Armenian Family Health Association
Consortium on Reproductive Health Care

Jan Williamson
Country Director, Norwegian Refugee Council

Dr. Lev Zohrabian
MOH Nationa AIDS Control and Prevention Center

Dr. Karineh Saribekyan
MOH Department of Maternal and Child Health

Dr. AraMinasyan
Chair, Emergency Scientific Medical Center

Gail Howard
American Red Cross

Dr. Simon Manovkian
Women's Health Center
Artik

Dr. Margarita Balasnian
Head, EPI
Ministry of Health

AZERBAIJAN CONTACTS
U.S. Embassy/Baku

Jonathan D. Mueller
Elchin Guliyev

Zaur Gasanov
Commercia Speciaist, U.S. Department of Commerce

Oktay V. Achundov

General Manager, Departmet of Computer Science and
Statistics

Minister of Public Health

The World Bank

Saida R. Bagirova, Administrative Officer
Nargiz V. Ali-Zade, Operations Officer
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Velikhanova Dilara
Medical Coordinator, Open Society Institute

Dr. Tarid S. Gaimov
Chief Doctor, Hospital #1 (Baku)

Dr. Manaf A. Novruzov
President, Institute of Phthisiology and Pulmonology

Nazim |bramimov
Head Office on Treatment and Preventative Care
Minister of Health

Dr. Afag Seidova
Health Officer, UNICEF



Esfand Negahban
Operations Officer, UNICEF

Maureen McBrien
Field Officer, UNHCR

Dr. Ramiz Alekperov
UNFPA National Project Officer

Annade Roos
Coordinator, ECHO

TACIS

Dr. Sameh Y oussef
Medical Coordinator, MSF-Holland

SonjaVan Osch
Head of Mission/Medical Coordinator M SF-Belgium

AngelaBone
Medical Delegate, ICRC

Gladys Agar
Country Representative, OXFAM

Dr. Kevin Kely
Country Director, Relief International

UMCOR
Jamal Shakherverdiyev
Deputy Country Director

Dr. Jehoun Mamedov
Medical Director

Taraneh Milani
Public Health Education Project Director

Nora Bazzy
Regional Coordinator, Mercy Corps International

Carol Morgan
Country Representative, Children’s Aid Direct

Dr. Ulfat Mekhtiyev
Executive Director, ILHAS Azerbaijan Charity AIDS
Association

Dr. Ludmila Mamedova
President, ILHAS Azerbaijan Charity AIDS Association

Dr. Agabaji Rzayeva
Chair, Ob-Gyn Department
District Central Hospital
Massali



GEORGIA CONTACTS

LisaBoyd
Humanitarian Response Officer, USAID/Caucasus

Dr. Avtandil Jorbenadze
Minister of Health

Akaki Zoidze

Advisor to the Minister of Health

Member of Parliament of Georgia
Committee of Health Care and Socia |ssues

Joseph Owen
Resident Representative, The World Bank

Dr. Victor Metreveli
Georgia Health Project Coordination Unit
The World Bank

Joseph Charriere
Caucasus Regiona Coordinator, WFP

Dr. Amiran Gamkrelidze
National Health Management Center

Hanno Gaertner
Program Coordinator, UNICEF

Dr. Tamar Gotsadze
Health Program Office, UNICEF

Dr. Nata Kazakhashvili
Head, MCH Department

Dr. George Gotsadze
Curatio International Foundation
Ministry of Health, Thilisi

Sandro Kvistashvili
Director, Curatio International Foundation

Marco Borsotti
Resident Representative, UNDP/UNFPA

Aimee Wie echowski
Regiona Coordinator, UNOCHA

Charlie Kaften
Head of Mission, UMCOR

Khatuna Zaldastanishvili

Dr. Konstantin Barkaia
Deputy HOM, UMCOR
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Nodar Jibladze
Monitor, TACIS

Robert Mangham
Regional Representative, OXFAM-UK

Michael Chachkhunashvili
Open Society Institute

Dr. Bernard Piquemal
Head of Mission, MSF-Spain

Dr. Maryline Bonnet
Medical Coordinator, MSF-France

Monica Honn
Community Development Officer, IRC

George Antoun
International Orthodox Christian Charities (I0CC)

Hunter Monroe
Representative, IMF

Niels Scott
Head of Delegation, IFRC

Dr. Mamuka Djibuti
Medical Coordinator, IFRC

Nancy Jackson
Programme Officer, UNHCR

Susan Landfield
Program Manager, Health Net International

Irakli Metreveli
Representative, Global Healing

Gunter Beuchel
Representative, ECHO

Dr. Archil Kobeladze
Dr. Ken Walker (2nd meeting)
Atlanta-Thilisi Health Partnership

Dr. George Tsilosani
Director, ACTS-Georgia[A Call to Serve]

Nani Dvali

Information, Communication, and International Affairs

Department
ACTS-Georgia[A Call to Serve]



Paul Bruning
U.S. Treasury Fiscal Policy Advisor

Director and several staff
Jhordania I nstitute

Dr. Dato, President
Nino Jhavakhasvili
Georgian Foundation

Davit Abashidze
Head, Parliament Health Committee

Svein Beksrud
Norwegian Refugee Council

Stephen A. Sapire, DrPH
Chief, Strengthening Country Health Information
WHO

Dr. Stanislaw Orzeszyna
Medical Officer/Strengthening Health Information
WHO

Amiranashvili Indira
Program Coordinator, Save the Children

Know-How Fund
Embassy of United Kingdom

Elene Imnadze

Project Offcer

The World Bank/Resident Mission Georgia
Director,Georgian Socia Investment Fund

IDPs living in a former school outside Zugdidi:
Manana, Lolita, Leila, and Ochigana Dali
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ANNEX D
Caucasus Health Assessment M aterials
Predeparture Reading Materials

ArmeniaCommunications Campaign to Promote Breastfeeding: A Qualitative Evaluation. Wellstart
International, January 1996.

Summary of Recent NIH Activity in Georgia

Welfare Consequences of Mortality Dynamics in the Former Soviet Republics: Length of Working
Life. W. Ward Kingkade and Sergey A. Vasin. Institute for Economic Forecasting (Russia) and
Bureau of the Census, 1994.

International Brief: Population Trends. Russa. Walter Kingkade. U.S. Department of
Commerce/Bureau of the Census, February 1997.

The Disintegration of the Soviet Economic System. Eds. Michael Ellman and Vladimir Kontorovich.
Chapter 13, Health (Ward Kingkade), Routledge.

UNHCR: Appeal for the CIS Countries. 1998 Funding and Donor Relations Service, December
1997, Geneva, Switzerland.

World Bank: Staff Appraisal Report: Republic of Armenia
Health Financing and Primary Health Care Development Project, June 30, 1997.

Municipa and Social Services
Country Dept. IV Europe and Central Asia Region, Report No. 16475 am.

World Bank: Staff Appraisal Report: Georgia

April 2, 1996

Municipal and Social Services

Country Dept. IV Europe and Central Asia Region, Report No. 16475.

WHO 1997 4th quarterly report on foreseen vaccine needs and supplies in [three reports]:
Azerbaijan, Armenia, Georgia

[DRAFT] Rapid Appraisal of Reproductive Health Service in Georgia and Armenia
Recommendations for USAID Funding. Suzanne Olds.

UNICEF funding grants from USAID for 1996-1997. Includesimmunization in al three Caucasus
countries, sick-child initiative in Azerbaijan, etc.
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[Draft] Armenia: Poverty Profile for 1996.

Proxy Means of Testing and Social Assistance in Armenia. Margaret Grosh and Elena Glinskaya
World Bank, March 6, 1997.

Evaluation of the Pilot Phase of the Armenian Socia Investment Fund. Armenian Assembly of
America, October 1995.

Specia Initiative Report. No. 1: Measuring Results of Health Sector Reform for System
Performance: A Handbook of Indicators. Partnerships for Health Reform/Abt Associates.

Faultlines of Nationality Conflict: Refugees and Displaced Persons from Armenia and Azerbaijan.
U.S. Committee for Refugees, March 1994.

Mortality by Cause of Death in Russia: Selected Illustrations (only afew pages). Walter Kingkade.
International Programs Center/Bureau of the Census.

Emergency Water and Sanitation Assessment for Thilisi and Kutaisi, Republic of Georgia, January
1994, WASH Reprint: Field Report No. 437.

Emergency Water and Sanitation Assessment and Action Plan for Yerevan, Armenia, May 1993,
WASH Field Report No. 396.

A Sociological Study on “Internally Displaced People: Humanitarian AID, Needs and Survival
Strategies.” Center for Strategic and International Studies. Commissioned by UNHCR, Baku, 1996
(Health section only).

Prize of the Caucasus: Two Leaders Tak Oil, Washingtong Post, February 1, 1998.

Central Asa: A Caspian Gamble. The Economist, February 7, 1998.

February 19, 1998, letter by Human Rights Watch to Assistant Secretary of State John Shattuck
regarding Human Rights Concerns in Azerbaijan, Armenia, and Georgia

Armenian Election Heads for Run-Off. Wall Street Journal, March 18, 1998.

The Last Great Race for Oil Reserves? Companies Scrambleto Tap Up to 200 Billion Barrelsin the
Caspian Sea Region. Washington Post, April 26, 1998.

CIS Migration Report. Technical Cooperation Center for Europe and Central Asia. International
Organization for Migration, 1996.



Turkmenistan President, U.S. to Discuss Caspian Pipeline Routes This Week, Wall Street Journal,
April 20, 1998.

The Health Situation in Nagorno Karabagh: A Comprehensive Review of the Health Sector, Goals,
Objectives, Constraints, Government Plans and Policies, and Recommendations.

Armenia SO 3.1 Humanitarian Assistance—USAID Flow Chart.

Food Nutrition, Health, and Nonfood Vulnerability in Georgiaz A Household Assessment (draft
report). Larry D. Dershem, D. Gzirishvili, Anna de Roos, and Dineke Venekamp, April 12, 1996,
Georgia.

Reproductive Health Communication Program in Georgia: Scope of Work for Johns Hopkins
University/Population Communication Services. JHU/PCS Reproductive Health Communication
Program in Georgia, February 26, 1997.

Women's and Infant’s Health Resource Capacities Devel opment to Improve Outcomes.

Community Based Public and Reproductive Health Program for Displaced Personsin Georgia—IRC,
January 1-December 31, 1998.

Improving Sexua Hedth and Family Planning in Georgia Activities for FPA in Georgia in
1998-1999 (submitted November 1997).

|PPF Environmental Analysis: Issues Arising from the Situation in the Republic of Georgia to Be
Addressed in the Context of 1PPF Involvement.

National Information Learning Center (NILC): Vision for 1998 (Georgia).
Armenia Programme Assessment Diarrhoeal Diseases and Acute Respiratory Infections in Young
Children (10.3-16.3, 1996). Dr. I. Leginev and Dr. T. A. Madaras. WHO/Regional Office for

Europe.

USAID Funded Grantees/Contractors Contact List. Tripartite Review: Pathfinder International-
UNFPA-MOH Azerbaijan (September 1996—October 1997).

AIHA: Women's Health Initiative—Women's Wellness Center.
WHO: Highlight on Women'’ s Health: Georgia; WHO: HIGHLIGHT on Women'sHealth: Armenia

UNHCR: Mission Report 97/02—Azerbaijan, Armenia, Georgia for Kate Burns, March 21, 1997.



American University of Armenia: College of Businessand Management: Family Planning Promotion,
Fall 1996.

A Proposal to Raise Awaremeness and Train about Reproductive Health and Gender Issues in the
Republic of Armenia (Armenian Relief Society, Inc.).

IRC/Georgia: Public/Reproductive Health Program. Mellon Grant Consultancy Report
May 15-November 15, 1997. Diana Jelich (1/12/97).

IRC Georgia Assessment in Adolescent RH (internal notes). Memoto Lorelel Goodyear, March 16,
1998.

USAID/BHM Caucasus Health Assessment
ARMENIA

A: Thefollowing list was compiled by UNICEF/SCF-USA:
1 UNDP, Human Development Report, 1996.
2 IMF, Policy Framework Paper, 1997.
3 WB Armenia Poverty Assessment, 1997.
4. UNDP, Development Cooperation Report, 1997.
5. UNDP, Integrated Support to Sustainable Development.
6 National Report on the Convention of Discrimination against Women, 1997.
7 UNDP/WB, Poverty in Armenia, Jeanine Brigthwaite, 1997.
8 Ministry of Socia Welfare, Socia Welfare Policy, 1997.
9.  Department of Statistics, Results of Household Survey, 1997.
10. UNDP/WB-Funded Survey on Poverty Indicators, 1997.
11.  Analysisof the health status of the population in the Republic of Armenia, 1997.
12.  Analysisof theeducation sector of Republic of Armeniainthetransition period, 1997.
13.  TACIS, LIEN Moughni Health ServicesProject, Project Descriptionand Justification.
14.  TACIS, Support for the Reform of The Health System in Armenia
15. TACIS, Policy Guidelines and Recommendations for Health Systems in Armenia
EES, May 1995 (IN 2.2).
16. TACIS, Support to the Decentralization of the Social Security System (TOR HR
10.1).
17.  TACIS, Policy Advice Program (TOR IN 2.2).
18. Project on Reform of Official Statistics in Armenia 1997 (ST 2.2).
19. TACIS/Department of Statistics, Mission Report Overview on Statistical Cooperation
with TACIS Countries, January 1997 (ST 2.2).
20. TACIS, Reform of the Social Security System and Strengthening of Social Services.
21.  TACIS, TA for the Development of Statistical Information System, Project Progress
Report.
22. Democracy Union/OXFAM, Women in Armenia, 1996.
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23.
24,
25.
26.
27.

28.
29.

30.

31.
32.

33.
35.
36.
37.
38.
39.

40.

41.

42.

43.

45.

46.
47.
48.

Democracy Union, Statusof Womenin Armenia Constitution, Criminal Code, Family
Code.

UNHCR, Survey on Refugee Women.

MSF-France, Data on STD in Women from Y erevan Dispensary.

UNFPA, KAP on Reproductive Health, January 1997.

UNDHA, Post-Appea Framework: Linking Humanitarian Needs and Devel opment
Strategies, 1997.

UNDHA, Children’s Ingtitutions, 1997.

Armenian Family Health Association (AFHA), Nationa Program on Perinatol ogy (not
yet completed).

AFHA, KAP on Reproductive Hedth and Family Planning (funded by UNICEF,
WHO, and UNFPA).

AFHA/UMCOR/Perinatology Center, Survey oninfertility amongwomenand STDs.
OXFAM/Future Generation, Advocacy and Health Care Awareness-Building for
Women in Tallin Region, 1997.

OXFAM/Future Generation, Preventive Health Care and Sanitation Hygiene
Education for Children in the Republic of Armenia, Talin Region, 1996.

Future Generation, Assessment of Health Facilitiesin Massis.

UNHCR, Improvement of living conditions of children in institutions.

UNHCR, Program Needs Assessment of Women's Problems in Armenia, 1996.
UNHCR, Assessment of Kharbert Institution, 1996.

Center for Strategic Studies, Women's Problems in Armenia. Anaysis, Anahit
Mkrtchian, 1997.

ECHO, Food and Medical Assessment, 1996 (conducted by AICF, APA, FTC, FRC,
IFRC, M SF-France, M SF-Germany, and UNICEF).

UNICEF/Center for Health Services Research (CHSR), Assessment of Case-
Management of ARI in Children in Armenia, Report on National Survey, Robert
McPherson, Sergey Sargsyan, 1997.

UNICEF/AUA, Caretakers knowledge, treatment practices and caressing practices
for ARI and diarrhoea diseasesin children <5in Armenia, report on national survey,
1997.

UNICEF/AUA, Infant Feeding Practicesin Armenia, report on comparative study and
national survey, 1997.

UNICEF/AFHA, Assessment of Reproductive Health Indicators, Infrastructures and
Resourcesin Ararat and Vayots Dzor Regions.

UNICEF/Ministry of Education, Root causes of institutionalization, October 1995.
UNICEF/Children’s Aid Direct (CAD), Report on Nutritional Screening (Martouni,
Artik, Gori, and Abovian regions), September—December 1996.

UNICEF, Skillsfor Life, Gevork Pogossian, 1995.

UNICEF/MOH, Immunization Coverage Survey, 1996.

Sociological Research Center, Report on Sociological Research, report on problems
among preschool children in Armenian families, 1997.



49,

50.

51.
52.
53.

55.

56.
57.
58.
59.

60.

WHO, Report on the analysis of results from the WHO project “Assessment of
Clinical Diagnostic, Treatment and Recording Performance” in the Republic of
Armenia.

Center for Alternative Education, Education in Transition, Marineh Khachadour,
1996.

Save the Children, (SCF-USA), Children in the Caucasus, 1995.

SCF-USA, Report on Children in Institutions (draft available).

Y outh Center for Gender Studies, Women and Democracy, study comparing 1979
UN Genera Assembly Convention with adopted Convention in Armeniawith results
relevant to discrimination against women.

Ministry of Internal Affairs, Statistical Data (on number of street children and child
crimein Armenia).

Ministry of Social Welfare and Security’s GID Unit, Concepts of Improvement of
Women's Status in Armenia (draft), GOA policy on gender with some statistics.
World Bank, Education and Health Social Assessment in Armenia

World Bank, Armenia: Confronting Poverty Issues.

World Bank, The Poorest of the Poor, on street children in Armenia.

CHSR/AUA, Effectiveness of Health Education Program for Pregnant Women in
Y erevan.

Maternity Fund, The view of Armenian Maternity Fund on the conditions of women,
sociological research on lonely women's problems and needs.

B. Thefollowing list was provided by USAID/Caucasus in Yerevan and consists of family
planning and reproductive health documents. All of these documents should be availablein
USAID’s Reference Library at the Mission’s office. Some might be a repeat of the above
UNICEF/SCF ligt, but there is a greater chance of finding the documents in the USAID
Mission Library.

61.

62.

63.
64.

65.
66.
67.
68.
69.
70.
71.

AlIHA, Medica Partnership Program between Boston University Medical Center and
Emergency Scientific Medical Center of Yerevan, Armenia

AUA, Infant feeding practices, report on comparative study and national survey, June
1997.

AUA, The 1996-1997 National AIDS Bulletin I, July 1997.

Armenia Emergency Pharmaceutical Assistance Project, Final Evaluation, February
1996.

AFHA, Let’s Tak about Sex, 1996.

Armenian Consortium on Family Health and Welfare, Memorandum of Intent, 1997.
Armenian Socia Investment Fund, Annual Report, 1996.

American Red Cross, Armenia Paediatric Training and Pharmaceutical Program.
ECHO, Food and Medical Assessment of Armenia, May 1996.

Erebuni Center for Women's Reproductive Health, What |s Abortion? 1997.
Erebuni College of Nursing, Armenian Nurses Association.
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72.
73.
74,
75.
76.
77.

78.
79.
80.
81.
82.
83.

85.
86.
87.
88.

89.
90.
91.
92.
93.
94.

95.
96.

97.

98.

99.

100.
101.

102.

Erebuni College of Nursing, Fact Sheet, 1997.

Mission Armenia, Fact Sheet, 1997.

Healthy Life-style, Fact Sheet, 1997.

AFHA, Fact Sheet, 1997.

Association of Obstetrics & Gynecologists & Neonatologists, Fact Sheet, 1997.
Government of Armenia (GOA), Draft Project Request from the GOA to UNFPA,
Strengthening of the Reproductive Health Services, 1997.

JenishianMemorial Program, Healthy Pregnancy, Advicefor Pregnant Women, 1997.
KAP Survey Armenia, Mission Report, May 1997.

List of Medica Ingtitutions Included in the National Reproductive Health Program.
MOH/HIS Center, Health and Health Care in Armenia, 1996.

MOH, Armenian Monthly Public Health Reports from December 1996 to July 1997.
Center for Women' s Reproductive Health, Prenatal Care: A Guidebook for Pregnant
Women, April 1994.

UNICEF, Mid-Term Review Draft.

UNFPA/WHO Family Planning Project supply list and list of sSites.

UNFPA, List of Contraceptives and Medical Equipment Supplied by UNFPA.
UNDP, Program Status Report, March 1997.

UNICEF, Consultation on Attendance at Birth Community Birth Attendants, June
1997.

UMCOR, Project Proposal on Reproductive Health Carein Armenia, October 1997.
UMCOR, Read Me, 1997.

UNICEF Armenia, 1995-1999 Country Program Cycle, January 1997.

USAID, Results Review and Resource Request for Armenia, 1997.

USAID, User’s Guide to the Center for Population, Health and Nutrition, January
1997.

World Bank, Health Financing and Primary Health Care, Staff Appraisal Report, June
1997.

WHO, Annual Report, 1996.

USAID, Reproductive Health in Georgia and Armenia, Draft Report, November 25
1997, resulting from assessment (supplied by USAID).

IFRC, Vulnerability in Transitional Societies: Vulnerability and capacity assessment
for the Trans-Caucasus, report dated 1996 produced by British Red Cross (supplied
by IFRC).

World Bank Poverty Assessment for Armenia, 1996.

MOH, Health Information System, Project for 1996-2000 (supplied by MOH/HIS
Center).

Administrative and other maps of Armenia (supplied by MOH/HIS Center).

MOH, Armenia Public Health Report for the months August and October 1997
(supplied by MOH/HIS Center).

MOH, Annual Statistics Report for Armenia (Russian) for 1996 and 1997 (supplied
by MOH/HIS Center).



103.  Ministry of Health, Health Care Reforms and Development Program, booklet, 1997
(supplied by World Bank Management Unit at MOH).

104.  World Bank, WB-Supported ArmeniaHealth Project, PHC Component, March 1997
(supplied by WB Management Unit at MOH).

105.  World Bank, WB-Supported ArmeniaHealth Project, Health Financing Component,
1997 (supplied by WB Management Unit at MOH).

106. STD Center, Statistical sheets showing data reflecting STD dynamics in Armenia
19941997 (supplied by STD Center).

107. AAA, Annua Report of the Armenian Assembly of America, 1997 (supplied by
AAA).

Other Armenia Documents

Body Politic: The Center for Women' s Reproductive Health in Y erevan Has Become a Signpost for
Change. Taline Satamian, AIM, August 1993.

Health Care in Armenia Today by Richard G. Framer and Aram V. Chobanian, Western Journal of
Medicine, 1994.

Economic Indicators. Armenia, IMF, January 31, 1998.

Evaluation of the Pilot Phase of the Armenian Social Investment Fund by Renata Claros, Sirekan
Ohanyan, and Grigor Asatryan, October 1995.

Armenia Poverty Profilefor 1996, data availability and methodol ogy of the poverty profile, January
13, 1998.

U.S. Embassy notes on Armenia.

|RI'S Caucasus Center Briefing on Armenian Economy for National Employees of USAID, October
14, 1997.

Armenia Until Armenia sorts out its conflicts with Azerbaijan and Turkey, it has no hope of
prosperity. Regional Focus: Business Central Europe, October 1997.

IMF Concludes Article IV Consultation with Armenia, March 12, 1998 (press release).
Armenia FY 1998: Country Commercial Guide. Embassy of the United States, Y erevan.

Estimates of Disease Burden in Armenia by Carolos Costa and Miguel Gouvelawith the assistance
of Nune Mangasarian, June 4, 1997, Workshop, Y erevan.



Knowledge and Attitudes of STDs, AIDS and Condom Use. A Study of University Students in
Yerevan. AUA/Center for Health Services Research, 1996.

Andysis of Yerevan Drinking Water Quality. Environmental Research and Management Center,
CHSR/AUA, July 1996.

Final Phase of the Evaluation of a Health Education Program for Pregnant Women in Yerevan. A
Report for Jinishaian Memorial Program-Armenia, April 1998, AUA/CHSR.

Report of Observations of Polyclinics and Semi-Structured Interviews of Health Care Providersin
Yerevan, Armenia, June, 1996, Armenian NIH World Bank Working Group, Anahit Gasparian,
Svetlana Topchian, AUA/CHSR.

Social Assessment Report on the Education and Health Sectors in Armenia, December 15, 1996,
Elizabeth Gomart.

Family Planning Promotion by AngelaR. Grigorian, I vettaK. Hakobian, Rousanna E. Hakobian, and
Arman R. Porsughyan, Fall 1996 (for AUA/CHSR).

The 1996-1997 National AIDS Bulletin I, Armenian National Center for AIDS Control and
Prevention, Y erevan, Armenia, July 1997, CHSR/AUA.

Round Table on Women’ s Health: Focus on Breast and Cervical Cancer. Sponsored by UMCOR,
Y erevan, October 23, 1997.

“Strengthening of Reproductive Health Services’ Report March 1997—-April 1998. Y erevan, 1998,
ROA/MOH, WHO/Regional Office for Europe UNIFEM.

Knowledge, Attitudes and Practices Regarding Smoking in Adolescentsin Armenia: National Anti-
Smoking Program. Baseline Data Collection, Anahit F. Ghazanchyan, MD, MPH, Y erevan, 1997.

Nationa Environment Action Plan Report: Environmental Heath Working Group No. 2.
Yerevan/Leiden, March 1998, World Bank.

Operation: HomeVisiting Nurses Program (HVNP), IFRC: Final Report. May 15-January 15, 1998.
IFRC/Armeniac Community Health Project for Remote Villages Final Report, 1997.
Project Proposal: Support to Sevan Psychiatric Hospital by M SF-Belgium.

Projects Summary (Project Operations) for Armenia and Nagorno-Karabakh, 1998. MSF-Belgium
and M SF-France.



USAID/BHM Caucasus Health Assessment
Georgia

1.

2.

ok ow

© oo N

10.
11.

12.

13.

UNDHA: Southern Caucasus(Armenia, Azerbaijan, Georgia): Post-Appea Framework, Linking
Humanitarian Needs and Development Strategies, June 1997.

UNDHA: Various Information Bulletins, Situation Reports and Briefing Notes on Abkhazia, S.
Ossetia, and Georgia since August 1997.

UMCOR: Reproductive Health and Family Planning in Georgia, concept paper, March 1998.
UMCOR: Fact Sheets describing UMCOR'’ s multisectoral projects and initiatives.

Georgian Center for Transition Economy and Sustainable Development: Survey Report on
Demand for Health Care Services and Expenditures in Georgia (commissioned by UNICEF),
November 1997.

UNICEF/Health Net International: Health Care Reforms in Georgia: An Analytical Overview,
November 1997.

Health Net International: Organizational brochure on activities in Georgia.

UNDP: UN Needs Assessment in Abkhazia, March 1998.

UNOCHA (UNDHA): Notes on coordination meetings, notes to the file on psychosocial
consultant visit funded by UNICEF for S. Ossetia.

UNDP: Human Development Report for Georgia, 1997.

UNDP: Discussion Paper Series (1997,1998) on (a) Social change and the Georgian family, (b)
Population and migration in Georgia and its socio-economic consequences, () Agriculture and
rural development in Georgia: problems and prospects, (d) Poverty in a transitional society:
Georgia, (e) Local self-government in Georgia: Past, present, and tendency.

UNICEF: Psycho-Social Assistanceto Children in Georgia, consultancy report by Nila Kapor,
December 1997.

CBIHA: Program Description for Humanitarian Development Activitiesin Georgia, 1998.

The following documents can be obtained from Save the Children’slibrary in Thilisi:

SCE library category: “ Assessments/Surveys’

1.

2.

3.

SCF, Joint PVO/UNICEF/WHO Government assessment of displaced personsin Thilig,
Georgia, January—February 1994.

NRC, Survey on Internally Displaced Personsin Georgia: Report and Recommendations, April
1995.

M SF-Holland, Access to health care survey for Kobuleti region (Acharia), Georgia, February
1996.

USAID, Water and sanitation for health project—Emergency Water and Sanitation Assessment,
Thilis and Kutaisi, 1994.

SCF, Assessment of program effectiveness and impact performance of SCF and subgrantees
project impact—transition from relief to development.

Julia Kharashvili, Psycho-social examination of 1DP children and women—uvictims of military
conflicts in the territory of Georgia—Survey on internaly displaced people, report and
recommendations, 1995.
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10.
11.

12.

13.
14.

Revaz Gachechiladze, Summary report on the results and findings of a household survey to
ascertain health care demand and health expenditures in Georgia, 1995.

Armenian Ministry of Labour and Social Security, Targeting of socia assistance—PAROS
project: Inception document, 1995.

SCHF/IRC, IDP survey in Kutaisi, Tskhaltubo, and Khoni, September 1994.

AICF, Report of anthropometric survey,Western Georgia, November 1994.
UNICEF/CIF/Georgian Institute of Public Opinion, Health screening of women of reproductive
age and children in Borjomi city, 1996.

SCF/ECHO (Larry D. Dershem, D. Gzirishvili, A. deRoos, and D. Venekamp), Food, nutrition,
health, and nonfood vulnerability in Georgia: A household assessment, 1996.

B. Abide, I. Pruidze, and B. Piquemal, Thilis assessment of hypertensive disorders, 1996.

M SF-Holland, Access to health care survey for Kobuleti region (Acharia), Georgia, February
1996.

SCE-USA library category “ Children”

15.

SCF-USA (Anita Ronstrom), Children in the Caucasus, 1995.

SCE-USA library category “ Community Development”

16.

17.

18.

SCF-USA in Armenia (D. Ambarian et a.), Participatory rapid appraisal: Stepanavan region
(Armenia), November 1995.

ISAR (Ninio Saakashvili), Intersectoral Development and Cooperation for Azerbaijan NGOs,
1997.

ISAR (Ninio Saakashvili), First steps of third sector cooperation with the Ninostminda
community, 1997.

SCE-USA library category “ Economic Development”

19.
20.

21.

EBRD, Strategy for Georgia, 1994.

GOG/Aid Coordination Secretariat/Project Preparation Service, Donor Activities in Georgia,
1995.

TACIS, Georgian Economic Trends, 1996.

SCE-USA library category “ Health”

22.
23.

24,
25.

26.
27.
28.

29.

SCF-USA (A. Zayan), Reproductive Health in Georgia: 1ssues and Program Options, 1994.
World Bank, Georgia Health Project Technical Note: Project Identification Mission, October
1994,

Epicenter (Andre Sasse), Diphtheria Outbreak in Georgia, 1994.

UNDHA, Proceedings of the 12 December 1995 Meeting on Health Care Reforms (Metechi
Palace Hotel), 1995.

World Bank, Georgia Health Project Staff Appraisal Report, 1996.

Maia R. Mgaloblishvili, Environmental and health problemsin Georgia, 1995.
USAID/Armenian NIH, Characteristics of some selected market indicators in public health,
1993.

M SF-Holland, Exploratory Mission to Khulo Region (Acharia), Georgia, July—August 1996.
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SCE-USA library category: “Infrastructure Devel opment”
30. World Bank, Municipal infrastructure rehabilitation project: Staff Appraisal Report, 1994.

SCE-USA library category “Mother and Child Health”

31. UNICEF, Georgiawomen’s health profile, 1993.

32. Dominique Brunet, Breast-feeding survey in Abkhazia, June 1995.

33. UMCOR, Knowledge, attitude and perception survey on breast-feeding report, 1996.

SCE-USA library category “ Nutrition”

34. CDC (Scott McNabb), Population-based nutrition risk survey of pensioners in Yerevan,
Armenia, 1992.

35. AICF, Evauation nutritionelle Abkhazie, 1994.

SCE-USA library category “ Refugees’

36. Open Society Institute, Forced migration-repatriation in Georgia, 1995.

37. Foundation for the Development of Human Resources in Georgia, Report of the Program
“Psycho-social rehabilitation of IDPs in Georgia—June 1995 to June 1996,” 1996.

38. UNHCR, Prospect for return of internally displaced persons and refugees to Abkhazia, 1997.

SCE-USA library category “Women”

39. LisaA. Kaestner, Mothers and patriots: Women in the Republic of Georgia, 1991.
40. OXFAM (Keti Getiashvili), Report on gender issues in Georgia, 1996.

41. OXFAM, Women in Azerbaijan, 1996.

42. OXFAM, Women groups and their activitiesin Armenia, 1996.

Other Georgia Documents
Georgia Health Sector Overview (presentation) by Curatio International Foundation, May 1998.
National Information Learning Center Work Indicators, April 1998.

Recommendations Concerning the National lodine Deficiency Disorders Elimination Plan for the
Country of Georgia USAID/Atlanta-Thilisi Health Partnership Trip Report, April 1997.

FiveY ears Term State Target Programme for Smoking Prevention in Georgia, Georgian Ministry of
Public Health.

Brief data concerning arrangements for struggle against AIDS in the Republic of Georgia.
Azerbaijan Documents

NGO Sustainability Index: Azerbaijan (ISAR-Azerbaijan), April 1998.
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Results of the UMCOR Cross-Sectional Health Survey of the IDP Population Living in Two
Sanitariums, Pirshaga Settlement, Absheron Peninsula, August—September 1997.

Azerbaijan Humanitarian Assistance Program, draft (RFA).
UNICEF/Azerbaijan, Annual Report 1997.

UNICEF/Azerbaijan, Study of Health Care Demand and Health Care Expendituresin Kuba District,
June 1996.

UNICEF/Reform in Azerbaijan.

EPI/Maternity Survey in Five Didtricts in the Northwest of Azerbaijan—April-May 1997, MSF-
Holland.

Azerbaijan: A Sociological Study of Internally Displaced People: Humanitarian Aid, Needs and
Survival Strategies. UNHCR through the Center for Strategic and International Studies, 1996.

Household Food Security Survey of IDPs by World Vison/Azerbaijan, April 1998.
Azerbaijan Poverty Assessment 1997. Val. I—Annexes. World Bank.

Health and Nutrition Survey of Internally Displaced and Resident Population of Azerbaijan, April
1996, by USAID, WHO, and UNICEF with assistance from M SF-Holland and Relief International.

Relief International: Azerbaijan—Women’ s Reproductive Health Program Summary 1997-1998.
Relief International AHAP summary and logical framework.

Azerbaijan Human Development Report, UNDP, 1996.

U.S. Department of State: Azerbaijan Country Report on Human Rights Practices, 1996.
INSAN Socia and Charitable Center report.

World Bank Group Azerbaijan Country Overview.

Relief International’ s Evaluation of Mobile Health Units, 1998.

Relief Internationa’ s Facility Analysis: Polyclinics vs. Mobile Units, 1998.
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